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EDITORIAL 
WATER FLUORIDATION 


The fluoridation of water supplies as an aid in the pre- 
vention of dental caries has become an accepted public- 
health procedure in America.' 

It was in 1916 that a detailed description of the dis- 
figuring tooth condition known as ‘mottled enamel’ was 
presented, and subsequently the casual agent was found 
to be excessive amounts of fluorides in the drinking 
water. The relationship of fluorides to decreased 
incidence of caries was only later recognized when the 
U.S. Public Health Service made a detailed survey of 
fluorides in water supplies, the incidence of caries, and 
the optimum fluoride-content to protect against caries 
without fluorosis being produced. Although | part per 
million of fluoride in the drinking water has been 
recommended McKay ? strongly believes that, except for 
mottled enamel, concentrations far higher than this are 
entirely innocuous even when consumed throughout a 
lifetime. Fluoridation of water is passing from the basic 
research stage to’ widespread public application. By 
| May 1953 there were 407 separate water supplies being 
fluoridated, serving 14,300,000 people, and a further 
353 water supplies, serving 15,800,000 people, where the 
procedure has been approved but not yet begun. 

One of the problems confronting the authorities is 
how to introduce a carefully-controlled supply of 
fluoride into individual homes where there is no access 
to a communal water supply; more than 35°, of the 
United States population does not use a communal 
water supply. Although it is claimed that local a pplica- 
tion of solutions or pastes containing sodium fluoride 
to the teeth of children is effective as a prophylactic 
against dental caries, dentists generally do not appear 
to favour this method of treatment. 

The fluoride-content of foods and drinking water have 
been considered by McClure,* and the values presented 
for a wide range of fruits, vegetables, meat, fish, eggs, 
and milk. Tea and sea foods are reported to have a high 
fluoride-content. Fresh fruits contain on average less 
than other foods. The content in different vegetables 
varies widely not only within groups but within individual 
varieties. It is interesting that fluorides naturally present 
in the soil or added by chemical fertilizer have little or 
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VAN DIE REDAKSIE 
DIE FLUORIDASIE VAN WATER 


In die Verenigde State van Amerika! is dit ’n algemene 
volksgesondheidsmaatreél om fluor by watervoorrade 
te voeg as hulpmiddel met die bestryding van tandbederf. 

In 1916 is die skendende tandkondisie bekend as 
geviekte emalje noukeurig beskryf en daarna is dit ontdek 
dat dié toestand toegeskryf kan word aan ‘n buiten- 
sporige hoeveelheid fluoride in die drinkwater. Die 
verhouding van fluoride tot die afname in beenbederf 
was eers later ontdek toe die Verenigde State se volks- 
gesondheidsdiens *n breedvoerige opname gemaak het 
van fluoried in watervoorrade, die gevolgsomgang van 
beenbederf, en die optimum fluoried-inhoud wat nodig 
is om tandbederf te bestry sonder om fluorose te veroor- 
saak. Alhoewel die verhouding van | deel fluoried tot 
| miljoen dele drinkwater aanbeveel word is McKay ? 
sterk van mening dat met die uitsondering van tand- 
viekking, baie hoér konsentrasies onskadelik is selfs as 
dit lewenslank gebruik word. Fluoridasie van water 
vorder nou van ‘n basiese navorsingstadium tot algemene 
toepassing. Op | Mei 1953 is fluoried by 407 aparte 
watervoorrade gebruik wat 14,300,000 mense voorsien 
en die prosedure is vir nog 353 watervoorrade wat 
15,800,000 persone voorsien goedgekeur maar nog nie 
toegepas nie. 

Een van die vraagstukke waarmee die owerhede 
moet afreken is om ’n sorgvuldig beheerde hoeveelheid 
fluoried aan afsonderlike huishoudings te voorsien 
wanneer *n gemeenskapswatervoorraad nie beskikbaar 
is nie. Meer as 35% van die Verenigde State se be- 
volking word nie deur gemeenskapswatervoorrade 
voorsien nie. Alhoewel aanspraak gemaak word dat 
die lokale aanwending aan die tande van kinders van 
natriumfluoried-bevattende oplossings of pastas ‘n 
doeltreffende voorbehoedmiddel teen tandbederf is, 
tandaartse oor die algemeen nie ten gunste van hierdie 
behandelingsmetode is nie. 

McClure * het die fluoried-inhoud van kossoorte en 
drinkwater bestudeer en die waardes van ’n omvattende 
reeks vrugte, groente, vieis, vis, eiers en melk opgestel. 
Tee en seekossoorte bevat ‘n hoé fluoried-inhoud. 
Vars vrugte bevat oor die algemeen minder as ander 
kossoorte. Daar is ’n groot onderskeid in die inhoud 
van verskillende groentes—nie net wat die verskillende 
groepe betref nie maar ook die individuele soorte. 
Dit is wetenswaardig dat fluoried wat in die grond 
natuurlik voorkom of wat deur chemiese bemesting 
bygevoeg word min of geen invloed op die fluoried- 
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no influence on the fluoride-content of edible plant 
produce. It is noteworthy too that there appears to be 
no appreciable increase in the fluoride content of milk 
when fluorides are added to the cow's food-ration or 
drinking water. 

In recent years there have been reports of damage to 
cattle from fluorine compounds derived from industrial 
operations and settling on or absorbed into plant material 
eaten by livestock; and from the feeding of mineral 
supplements containing rock phosphate with a high 
fluorine-content. There is apparently necessity for precise 
methods of diagnosis of fluorosis in cattle, and for more 
accurate determination in these animals of the damaging 
and non-damaging levels of fluorine over extended 
periods. It has been stated that they can apparently 
tolerate 5-10 times the dietary level of fluorine considered 
harmful to human beings. 

In spite of the wide use of fluorine in a number of cities 
in the U.S.A., some scientists are of different opinion 
as to the advisability of the steps taken. More work will 
have to be done and is in fact being done to determine 
the effects in man and animals, including pregnant sub- 
jects, of the chronic intake of fluorine compounds. 
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THE SPECIALIST 


In the Editorial of the Journal of 13 March, in which the memoran- 
dum of the Special Committee on the Registration of Specialists 
was published, it was intimated that meetings of Branches should 
be called to consider the memorandum and recommend in what way 
it should be altered or amplified. The Committee desires to make 
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inhoud van eetbare plantprodukte het nie. Dit is ook 
wetenswaardig dat daar geen aanmerklike verhoging in 
die fluoried-inhoud van melk is nie wanneer fluoried by 
die koei se kosrantsoen of drinkwater gevoeg word nie. 

Onlangs het verslae verskyn van skade aan vee as 
gevolg van die vreet van plantkosse waarop fluorien- 
verbindings (afkomstig van nywerheidsafval) gevind 
word of wat dit absorbeer het; skade is ook berokken 
as gevolg van aanvullende minerale in die voer wat 
stukfosfaat met ’n hoé fluorien-inhoud bevat. Daar is 
oénskynlik behoefte aan presiese metodes vir die diag- 
noseer van fluorose in diere en vir meer noukeurige 
bepalings van die hoeveelheid fluoried wat oor ‘n 
uitgestrekte tydperk skadelik of nie skadelik is nie. 
Dit word beweer dat vee waarskynlik 5-10 keer soveel 
fluoried in die dieet kan duld as wat skadelik vir die 
mens is. 

Ten spyte van die algemene gebruik van fluoried 
in ‘n aantal stede in die Verenigde State is daar weten- 
skaplikes wat daarteen gekant is. Meer navorsing 
moet gedoen word en word inderdaad gedoen om die 
gevolge te bepaal van die aanhoudende gebruik deur 
mens en dier—insluitende die swangeres—van fluorine- 
verbindings. 

VERWYSINGS 
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it clear that Branches should in particular discuss the ‘points for’ and 
‘points against’ registration, and should inform the Committee 
whether they wish to suggest that any points should be added 
or subtracted. 


EXTRA-UTERINE PREGNANCY AT OR NEAR TERM 


A CASE REPORT WITH A REVIEW OF THE LITERATURE 


J. N. DE Vitwiers, M.B., Cu.B. (CAPE Town) 
Department of Obstetrics and Gynaecology, University of Cape Town 


Extra-uterine pregnancy at or near term usually causes 
much excitement in a maternity institution, and should 
the baby be alive the excitement is much greater, for the 
delivery of a live little human being who has never existed 
within a womb does border on the miraculous. 

The diagnosis of this condition reveals itself readily to 
the observer, but often only after it has caused a degree of 
humiliation. The following case report, together with a 
review of the literature on this subject since 1944, 
demonstrates some pitfalls in diagnosis and treatment. 


CASE REPORT 


A 37-week-pregnant primigravida aged 35 years was 
admitted to Mowbray Maternity Hospital, Cape Town, 
on 13 May 1953 for induction of labour, the indications 
being hypertension and oedema of the lower limbs. She 
had attended the antenatal clinic since the 30th week of 


pregnancy. It was noted that she had no complaints 


during her pregnancy. At 33 weeks gestation an oblique 
lie had been corrected by external cephalic version. 

On admission, abdominal palpation revealed a vertex 
presentation with the head engaged in the right occipito- 
anterior position. The foetal heart was heard. 

The usual medicinal methods of induction of labour 
were administered without effect. When the membranes 
were about to be ruptured the cervix uteri could not be 
found. This in spite of the fact that the foetal head was 
very low down in the pelvis. The possibility of extra- 
uterine pregnancy was immediately considered. 

On further questioning the patient admitted to having 
suffered two episodes of severe pain during the third 
month of her pregnancy. The pain was of sudden onset, 
sharp and stabbing in character, located in the right iliac 
fossa and associated with dizziness and weakness. There 
was no associated vaginal bleeding. After the second 
attack she was admitted to an institution by her private 
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practitioner and examined under general anaesthesia. 
The diagnosis of a retroverted gravid uterus was made. 
There was no recurrence of pain and her pregnancy 
progressed in such a normal manner that she had 
forgotten to mention these episodes at her visits to the 
antenatal clinic. 

When this suggestive history was received the abdomen 
was palpated again. A mass the size of a coconut was 
palpable and visible apart from and to the left of the 


Illustration of the mass (A)—the non-pregnant uterus— 


Fig. 1. 
The scar 


which was visible and palpable apart from the foetus. 
is that of a previous appendicectomy operation. 


‘Pitocin’ (2 minims) was injected subcutaneously but 
neither mass contracted. In view of the painful episodes 
in early pregnancy, a mass felt apart from the foetus 
and the probable displacement of the cervix out of reach, 
a diagnosis of extra-uterine pregnancy was made. A 
straight X-ray of the abdomen excluded gross foetal 
abnormality. 

On 15 May, with compatible blood available for 
transfusion, a laparotomy was performed under general 
anaesthesia. The uterus was found to be displaced to 
the left, anteriorly and superiorly. It was enlarged to 
the size of a coconut with the left Fallopian tube and 
ovary intact. 

On the right side the foetus was lying in a sac over 
which the round ligament was stretched. The right 
fallopian tube appeared to be normal for about 3 inches. 
At this juncture its tissue became indistinguishable from 
that of the sac which contained the foetus and the 
placenta. Although the upper end of the sac was free 
the left side was adherent to the pelvic colon and the 
right side adherent to the right wall of the pelvis in its 
entirety. The foetus was lying longitudinally in the sac 
with its head deeply engaged in the pelvis. The fimbriated 
end of the right fallopian tube could not he found and 
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Fig. 2. Illustration of enlarged non-pregnant uterus (A) displaced 
to the left. The fallopian tube (B) and round ligament (C) can be 
seen on the right, with part of the foetal sac (D) visible between 
them. 


the right infundibulo-pelvic ligament containing the 
ovarian vessels could not be identified. 

In spite of the mobility of the upper end of the sac, 
containing most of the placenta, it was thought that 
separation of the sac with part of the placenta from the 


Fig. 3. The baby has been delivered. Illustration of the relative 
mobility of upper part of sac (B) containing part of the placenta. 
The sac (D) is attached medially to the uterus (A). The lower and 
deeper parts of the sac were found to be adherent in its entirety 
to the right lateral pelvic wall. 
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lateral pelvic wall was not possible without causing 
a severe haemorrhage. It was therefore decided to 
remove the foetus and leave the sac and the placenta. 

The sac was opened low down in its least vascular 
area and the baby was delivered by its breech. The baby 
cried upon delivery. Brisk haemorrhage followed from 
the site of incision. In spite of precautions, a part of the 
placenta had unfortunately been cut. The bladder was 
freed from the cervix in order to tie off the right uterine 
artery. This manoeuvre controlled the bleeding consider- 
ably. The incised edges of the sac were sutured. Slight 
residual bleeding was treated by packing with ‘oxycel’. 
The abdomen was closed. A tube was left, draining the 
peritoneal cavity (but not the sac). The patient received 
4 pints of blood, 2 pints during the operation and 2 pints 
immediately afterwards. Shock was adequately 
controlled. 

The post-operative course was stormy. The patient 
developed a paralytic ileus, which was satisfactorily 
treated by sedation, continuous gastric suction and 
intravenous therapy. However, her pulse rate and 
temperature remained elevated despite treatment with 
penicillin, streptomycin and terramycin. On the | 1th day 
after the operation vaginal examination revealed that the 
sac was distended with fluid. Under general anaesthesia 
a large-bore needle was inserted into the posterior fornix. 
Five pints of blood-stained fluid was aspirated. The fluid 
was submitted for bacteriological examination and 
proved to be sterile. The patient’s condition improved 
markedly. A large abdominal mass remained palpable. 
It extended to above the umbilicus. From the 55th post- 
operative day (10 July) onwards the mass suddenly 
started to decrease in size rapidly. At discharge from 
hospital on 22 July (the 67th day after the operation) the 
mass was barely palpable above the symphysis pubis. 
On 31 July bimanual examination revealed a soft, 
walnut-sized mass, attached to the now normal uterus. 

At no time in the puerperium did milk appear in the 
breasts. A frog test done on the 33rd day, after the 
operation was negative. 

In retrospect a study of the X-ray of the abdomen 
taken before the operation was of interest. The diagnosis 
of extra-uterine pregnancy should have been made 
radiologically. The foetal skull shows the diagnostic 
bizarre shape. Although the sac covering the foetus was 
thick enough to cast a shadow very similar to uterine 
wall the uterus is clearly seen to be enlarged and over to 
the left. 

The baby weighed 6 Ib. | oz. at birth. He had slightly 
inverted feet and a pressure deformity of the jaw giving 
him a wry face. The deformity of the feet gradually 
disappeared and the face improved considerably. The 
baby when last seen (aged 4 months) was quite normal. 


DISCUSSION 


The chief interest in the condition of extra-uterine 
pregnancy at or near term is centred in the diagnosis, 
the fate of the baby and treatment. An analysis of cases 
affords the best medium of studying these aspects. 
Gardner and Middlebrook *' reviewed the cases publish- 
ed up to 1944. Since that publication 77 cases have been 
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Fig. 4. The baby at birth. showing inverted feet and pressure- 
deformity of jaw. 


Fig. 5. The baby aged 4 months. The pressure-deformities have 
disappeared spontaneously. 


found in the available literature in the English language. 
An analysis of the 77 cases is now presented. 

Of the 77 cases 25 were near term, 38 were at term and 
14 were past term. 

A classification by type is given in Table I. 


TABLE I: CLASSIFICATION BY TYPE 


Type Subtype Total 


Abdominal 


Number 
62 


Single 

Twins (both extra-uterine) 

Twins (one intra- and one extra- 
uterine) 

Ampullary. 

Interstitial 


The abdominal types were not subdivided into primary 
and secondary because detail was lacking in most cases. 
The term ‘secondary abdominal pregnancy’ is generally 
used to describe those cases where the pregnancy is pri- 
marily located in the uterus, fallopian tube or ovary, and 
the fertilised ovum then ruptures from its primary site 
and becomes embedded in the peritoneal cavity or broad 
ligament. In the ‘primary abdominal’ cases, the fertilized 
ovum is primarily implanted intraperitoneally. Authentic 
cases have been described, especially where an operation 
is performed very early in pregnancy.*’ Later in preg- 
nancy the anatomy often becomes so distorted that 
interpretation at operation is difficult, especially when 
speed is necessary. 


Diagnosis. The correct diagnosis was made pre- 
operatively in 39 cases (51°%)—in some of them only 
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Salpern 


EFFECTIVE CALCIUM THERAPY BY MEANS OF 
PALATABLE ORAL TABLETS 


SALPERN TABLETS contain calcium, phosphorus and fluorine 
in the same proportions as in healthy bone, together with 
sufficient vitamin D to ensure optimal utilisation. 


INDICATIONS: For the prevention and treatment of all 
forms of calcium deficiency, including Rickets, Malformation 
of teeth, Tetany, certain allergic conditions, Osteomalacia 
especially during pregnancy and lactation. 


DOSAGE: One to three tablets, two or three times daily. 
They should be chewed. Salpern Tablets are palatable and 
may be taken over long periods without risk of digestive 
disturbances. In severe cases of calcium deficiency, it is 
often advantageous to administer a course of parenteral 
calcium, e.g., injection of Calcium Gluconate-Boots. 


SALPERN TABLETS 


BOTTLES OF 50 OR 100 


Each tablet contains: Calcium phosphate-carbonate 
complex (purified) 134 grains (0.875 G. approx.) — 
Calciferol (Vitamin D) 500 J.U. in a_ palatable 
Box 45, Jeppestown, Johannesburg. chocolate-flavoured base. 


B.P.D. (S.A.) (PTY) LTD. 275 Commissioner St., 
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Most skin lesions respond to 


THE CLINICAL USE OF 
SKIN PREPARATIONS 

FISSAN powders heve a remark- 
able ability to adhere to the skin 
and their exceedingly fine texture 
ensures skin protection without clog- 
ging the pores. 

FISSAN powders absorb moisture 
ond have a drying, cooling effect. 

FISSAN powders are deodorant, 
lubricant and give protection against 
the effect of friction and eccupea- 
tional skin troubles. 

FISSAN powders reduce inflam- 
motion and irritation and have a 
positive healing effect. 

Reference: 

1. Goodman, 
Ten Most Common 
eases, Arch. Dermot. 
20: 186, August, 1929. 
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FISSAN PREPARATIONS 


Preparation 


Indications 


*FISSAN’ 
MOL 


flesh-tinted). 


powder 


Acne igoris; foot 
napkin rash; massege 


“FISSAN’ DUSTING 
POWDER. 


Intertriginovt affections; 
let ond nursery vse; vse 
with. surgical opplionces, elas- 
tic hosiery, 


Further information from: 
BRITISH CHEMICALS & 
BIOLOGICALS (S.A.) (PTY.) 
259 COMMISSIONER STREET 


“FISSAN’ PASTE. 


LTD. 


Broken chilbleins; dry ecze- 
mas; burns and scalds; 
ond fissures; napkin 
rash. 


*FISSAN" ANAL 


P.O. Box 5788 JOHANNESBURG OINTMENT. 


“FISSAN' ANAL 
SUPPOSITORIES. 


For relief of irritation, 
ond mucus exudation in 


x ee 27 March 1954 
Left: 
< 
betion uneven end texture | Packs 
coarse. 
ICHTHAM- Sprinkler tin. 
Right: (2% 85 grommes 
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Anal pruritus; anal fissures. Tube 20 grammes 
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Rauwiloid + Veriloid 


Veriloid 


in many respects THE SAFEST among the potent hypotensives is a unique alka- 


loidal extract of Veratrum viride 


lowers blood pressure by vasorelaxation independent 
of vagomotor effect. 

no ganglionic or adrenergic blocking 

no danger of postural hypotension 

cardiac output is not reduced 

no compromise of renal function 

cerebral blood flow not decreased 

tolerance or sensitivity rarely develops 

can be given over long periods without loss of efficacy 


now in a new and highly advantageous dosage form 


RAUWILOID + VERILOID 


Other Dosage 
See The addition of Rauwiloid (1 mg) to Veriloid (3 mg) in one 
of Veriloid tablet presents unique advantages. Rauwiloid, a mild hypotensive : 
producing virtually no side actions, leads to desirable moderate | 
Verileid bradycardia, a feeling of calm tranquility and rapid remission of a 
symptoms. apparently potentiates the powerful hypotensive 
dew action of Veriloid, thus making it possible for the patient to 
obtain striking reduction of blood pressure from lower doses cs 
Veriloid VP of Veriloid, and with less likelihood of side actions. Average Lait 
combines Veriloid 2 mg. and dose, one tablet 3 times daily, ideally after meals, at intervals 
phenobarbital 15 mg. (} gr.) of not less than 4 hours. 
per tablet. 


RIKER LABORATORIES AFRICA (PTY.) LTD. 


P.O. Box 1355, PORT ELIZABETH 
TORONTO 


LOS ANGELES 


NOTTINGHAM 
3242-3 
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The outstanding advantage of CAMOQUIN 


is the ease with which the control of malaria 
can be achieved. A single dose can usually be relied upon to produce an effective 
clinical cure, while one dose every fortnight gives a high degree of protection. 
CAMOQUIN has met with considerable success in all forms of malaria in 
Africa, India, the Philippines and South America and has been 
suggested as the product of choice*. 


Supplied in single-dose pack of 3 tablets and bottles of 1000. 
* “The superiority of ‘Camoquin’ over other antimalarials”, Singh, I. & Kalyanum, T. S. Brit. Med. Jnl. 1952: 2: 312 


Parke, Davis & COMPANY, LIMITED inc. us. HOUNSLOW, MIDDLESEX, ENGLAND 
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In Gout 
And Gouty Arthritis 


BENEMID, 


Reduces Uric Acid Serum Levels 
Increases Uric Acid Excretion 
Frequency of attacks reduced 


Joint movement improves 


I. 
a. 
4. 
5. 


Swelling subsides 


Literature available from: 


SHARP & DOHME 
P.O. Box 5933 
Johannesburg 


BENEMID 


Sharp & Dohme 
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(Che group 


balanced for effective dosage 


Intensive dosage with a single member of the vitamin B group may 
precipitate a deficiency of some other member of the group. In the 
absence of specific indications, therefore, it is generally advisable to 
prescribe a preparation in which the members of the vitamin B group are 
all present in the proportions in which they are normally required. 
Vitamin B Compound B.D.H. tablets provide an ideal means of adminis- 
tering this group of vitamins. They are indicated generally for the 
correction of states of lowered metabolism due to deficient diet or acute 
illness and which are manifested as debility, lassitude, weakness, vague 
neuritic pains and undue susceptibility to exhaustion and infection. 
Among the more specific indications is menorrhagia which has been 
shown, in some instances, to be due to vitamin B group deficiency with 
consequent impaired cestrogen inactivation by the liver. Vitamin B 
Compound B.D.H. is issued in bottles of 100 tablets. 


Full descriptive folder will be forwarded on request 


VITAMIN B COMPOUND 6B.D.H. 


BRITISH DRUG HOUSES (SOUTH AFRICA) (Pty) LTD. 123 JEPPE STREET JOHANNESBURG 


VitB/SAF/S07 


SPIRIT PROOF SYRINGE CASE 


After extensive research and _ experiments, 
EVERETTS have now produced for you a 
truly spirit proof syringe case. 

It is constructed of white thermo-setting 
plastic and is of pleasing design. 


Is spill proof and fits into the pocket or bag. 


Complete as illustrated with six assorted 
needles and a Icc OR 2cc record syringe 
graduated as desired in either units or 


STOCKED BY ALL RELIABLE SURGICAL INSTRUMENT DEPOTS 


GURR SURGICAL INSTRUMENTS Pty. Ltd. 


Harley Chambers, Kruis Street, P.O. Box 1562, Johannesburg. 
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after a considerable delay. The commonest errors in 
diagnosis were as follows: transverse lie in intra-uterine 
pregnancy (10 cases); pregnant uterus with fibro- 
myomata (10 cases); pregnant uterus with ovarian mass 
(6 cases); breech presentation with contracted pelvis 
(4 cases); ruptured uterus (2 cases); post-maturity with 
failure of induction (2 cases); obstructed labour (1 case); 
twin pregnancy and obstructed labour (1 case); placenta 
praevia (1 case); double uterus (1 case); retroverted 
sacculated pregnant uterus (1 case); ruptured appendix 
in labour (1 case); accidental haemorrhage (1 case); 
no diagnosis stated (10 cases). 

These misdiagnoses indicate the great variety of 
symptoms and signs in this condition. Nevertheless 
certain symptoms and signs occur so regularly that they 
should arouse suspicions of extra-uterine pregnancy. 


TABLE II. AGE, PARITY AND SYMPTOMS 


Average age 30.6 years. 
Parity: Carrying a baby past 28 weeks for the first time 48°, 


Pain and/or vaginal bleeding in early pregnancy 66°, 
Pain late in pregnancy 
Severe malaise late in pregnancy 27% 
Post-maturity 18% 


Age and Parity. The average age in the 73 cases in 
which the ages were recorded, was 30.6 years, i.e., nearer 
the elderly than the young primigravida. Of the 69 cases 
in which the parity was recorded, 33 patients (48°,) 


were carrying a baby past 28 weeks gestation for the 
first time. 


Symptoms. In the early months of pregnancy low 
abdominal pain and/or vaginal bleeding were recorded 
in 51 cases (66°), whereas 6 cases denied either symptom. 
In 20 case-reports these symptoms were not recorded. 
Further analysis of the 51 cases reveals that 26 com- 
plained of pain with vaginal bleeding, 19 of pain only, 
and only 6 of vaginal bleeding without pain. These 
attacks were often associated with dizziness, nausea or 
vomiting. When the patient is seen for the first time near 
term, this information may have to be obtained by direct 
questioning. 

These early episodes of pain and bleeding are usually 
interpreted as being evidence of rupture of the ovum 
from its primary site, which usually is in the fallopian 
tube. However, it is interesting to note that of the 7 
cases of intra-tubal pregnancy which went to term 
without rupture, 4 patients complained of vaginal 
bleeding.?*: 24, 3%, 43 

In 45 cases (57°) abdominal pain late in pregnancy 
was an outstanding symptom. This pain was 
described in 18 cases as being constantly 
present and sometimes accentuated by painful foetal 
movements. In 19 cases the pain only came in attacks, 
whilst in 8 cases pains simulating labour pains occurred. 
These pains usually commenced at or near term. In 5 
cases the pain was associated with vaginal bleeding and 
1 case presented with vaginal bleeding alone. In addition 
to pain 27% of the cases complained of severe malaise 
late in pregnancy. 

At or near term the patients either have abdominal 
distress which is mistaken for labour or they become 
post-mature and the baby dies. The latter type of case 
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patient may complain of feeling no foetal movements. 


TABLE Ill, SIGNS 


No. Percentage 

Abnormal presentations: 
Transverse Lie 33 42 
Breech 15 20 
Total 48 62 
Mass felt apart from foetus 25 32 
Displaced Cervix 16 21 
loxaemia 15 20 


Signs. Transverse lie was such a common presentation 
(42°) that it merits emphasis. When there is a transverse 
lie in an elderly primigravida at or near term extra- 
uterine pregnancy should be considered. 

On careful abdominal palpation a mass can often be 
felt apart from the foetus. However, in only 18 of the 
25 cases where it was felt was this mass correctly inter- 
preted as being a non-pregnant uterus. Beck * pointed 
out that absence of the round ligaments from the mass 
containing the foetus should verify the diagnosis of 
extra-uterine pregnancy. Cornell and Lash * pointed 
out that the smaller mass (the non-pregnant uterus) 
could be made to contract by rubbing it. Crichton '% 
suggested the injection of pituitrin *o stimulate the non- 
pregnant uterus to contract. There are no records of 
this use of pituitrin in the series under review. 

The condition of the cervix is often the key to the 
correct diagnosis. In 16 cases (21%) the cervix was 
displaced, the commonest position being high up under 
the symphysis pubis. It may also be markedly displaced 
to one or other side. The consistency of the cervix was 
described as ‘hard’ or ‘not as soft as in intra-uterine 
pregnancy’ in 12 cases. This finding lends great support 
to the diagnosis. However, it is not invariably present. 
The cervix may simulate that of an intra-uterine preg- 
nancy closely, even to the degree of becoming dilated 
(14 cases). Fortunately further examination will then 
show that no membranes are palpable through the os, 
and this finding was recorded in 8 of the cases. These 
were cases in which surgical induction was attempted 
and failed. 


X-ray Examination. On straight X-ray of the abdomen 
a positive diagnosis was made in 8 cases (10%) and the 
diagnosis missed in 26 cases. Of the latter 26, 4 showed 
positive findings in retrospect. The features on straight 
X-ray were: absence of a uterine shadow, ™ 4% 58 
bizarre shape of the foetal head, **: ®* a pocket of gas in 
the ileum very near to the shadow of the foetal skull." 
Cornell and Lash™ mention extension or strange 
positions of the limbs due to undue mobility of the foetus. 
Obviously an enlarged non-pregnant uterus may cast a 
shadow, as in the case described in this article. 

Hysterosalpingograms were performed with positive 
results in 7 cases. In these cases one finds the outline of 
the uterus with one tube apart from the foetus. 
Kassebohm and Schreiber *' have found that if the 
medium is introduced into the uterus under extremely 
low pressure an intra-uterine pregnancy, should it be 
present, is not harmed. 
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may thus present with post-maturity (14 cases) or the 
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Cornell and Lash ™ stress the fact that the child may 
be easily felt near the surface, and very loud foetal 
heart-sounds heard. In one case in the series this was 
shown by the fact that the lobe of an ear could be clearly 
palpated.** However, in some cases the foetus is felt 
only with great difficulty. Whereas in 13 cases the foetus 
could be palpated easily, in 18 cases it was palpated with 
great difficulty. In 46 cases, however, there was no 
record of this sign. 

Finally, awareness of its possibility, is the most 
important step in making the diagnosis of this condition. 


The Babies. Of the 78 babies, 47 were liveborn and 
31 stillborn. 

(a) Liveborn. The average weight of the 47 liveborn 
babies was 6 lb. 1 oz. There were 14 neonatal deaths and 
3 infantile deaths; and 30 babies survived (38%). 
Suter and Wischer * reported a survival rate of 12.5%. 
The survival rate is of special interest because the patient 
often is in the category of the elderly primigravida. 

Deformities were recorded in 18 of the 47 liveborn 
babies (38 °4). In one half of this number the abnormality 
was gross (7 died in the neonatal period), but the other 
half had only slight pressure-deformities due to the 
absence of a protective uterine muscle. These dis- 
appeared spontaneously or were correctable ortho- 
paedically. They were described as pressure-asymmetry 
of head,®* club foot,® ectropion of upper eyelids, 
pressure-deformity of jaw * and torticollis.. In the 
entire series gross deformities were recorded in 11 out 
of 78 babies (14%). 

(b) Stillborn. All the 31 stillborn babies except 4 were 
macerated at birth. No apparent cause of death could 
be found in the cases on which autopsies were performed. 
It certainly was not due to deformities, for only 3 cases 
were recorded as deformed. These deformities were 
hydrocephalus,*® club feet ** and absence of a chin." 
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The average weight in the 15 cases in which the weight 
was recorded was 5 Ib. 7 oz. 


TABLE IV. TIME OF FOETAL DEATH ACCORDING TO CESSATION OF 
FOETAL MOVEMENTS 


Duration of Pregnancy Number of Foetal Deaths 


28 weeks 
31 weeks 
32 weeks 
34 weeks 
35 weeks 
36 weeks 
39 weeks 
40 weeks (Term) 
42 weeks 
44 weeks 


Time of Foetal Death. Judging by the cessation of 
foetal movements as recorded by the mother, the babies 
may die intra-abdominally at any age, but the nearer to 
term, the more liable are they to do so. Eight babies died 
before 36 weeks gestation and 16 died at term. Termina- 
tion of pregnancy before term therefore seems advisable 
and earlier diagnosis therefore essential. 

In the interest of the baby, immediate termination of 
pregnancy is indicated should the period of gestation be 
36 weeks or more. If the period of gestation is less than 
36 weeks and the baby is small, the patient should be 
observed in hospital. According to Beck ? it is permissible 
to wait till the 38th week. However, after a careful 
evaluation of the results, it is most sincerely suggested 
that should the period of amenorrhoea be uncertain— 
due to abnormal bleeding in early pregnancy—it may 
well be wise to operate at the 36th week. Cornell and 
Lash ™ found that the majority of foetal deaths occurred 
in the 8—9 months period, within 48 hours of so-called 
labour. Therefore the occurrence of false labour pains 
in a patient under observation is an indication for 
immediate operation. 
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TABLE V. TREATMENT 


Post-operative Course 


Drainage 


Type 
Uncom- 
plicated 


Secondary Operations 
Compli- 


cated Total 


Drained 
Not drained 
No record 


Placenta removed in 39 
toto 


Removal of encysted mass (3) 


6 
32 


Total 


Drained 

Not drained 
No record 
Marsupialized 


Placenta left in situ 4 


Removal of placenta (11) 


Colpotomy (1) 


Total 


12 


- 


Placenta partially re- No record 


moved 


Removal of placenta (1) 


Discovered post 
mortem 


No operation * 


Total 42 


35 77 


* Foetal remains discharged per rectum. 
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Treatment. The maternal mortality of 5.2°% shown 
in Table V is a marked improvement on those in previous 
reviews, namely 14.3° in 1933,'* 18.8% in 1940,%? and 
17.8% in 1944.24 As the commonest cause of death in 
this condition is shock due to haemorrhage the 
inference is that the improvement in the mortality rate 
is due to better facilities for blood transfusion. The 
importance of correct pre-operative diagnosis is once 
again stressed so that proper transfusion preparations 
are made. However, the improvement may be more 
apparent than real, for fatal cases are often not published. 

Marsupialization of the placenta has been discarded. 
Beck? in 1919 showed that this procedure was un- 
necessary because the ‘retained’ placenta can be absorbed 
completely. He transplanted three-fifths of a 500-gram 
human placenta (removed by Caesarean section) into 
the peritoneal cavity of a dog. The dog recovered and 
at laparotomy 2 months later there was no trace of the 
placenta. His experiment also showed that when the 
placenta is left in situ drainage of the sac is not necessary. 
In 1940 Mason *? showed that where drainage was 


employed the results were the worst, irrespective of 


whether the placenta was removed or left in situ. 
Surgeons have no doubt heeded these warnings, for 
employment of drainage was recorded in only 14 cases 
in this series. All these were either cases with severe 
haemorrhage or infected sacs. 

It is clear from Table V that where it is possible to 
remove the placenta completely the patient is less likely 
to have a complicated post-operative course. This was 
possible in the majority of cases in this review. 
Hysterectomy was necessary in 10 cases either to facilitate 
removal of the placenta or to control haemorrhage. 
However, Beck’s * advice still holds, namely, that the 
placenta should only be removed once its main blood 
supply has been ligated. Disregard of this rule may 
produce uncontrollable, fatal haemorrhage. When 
ligature of the vessels is impossible, the placenta should 
be left in situ, the sac stitched and the abdomen closed 
without drainage. 

When the placenta is left in situ, the patient is more 
liable to complications. These complications may 
necessitate a second operation for removal of the 
placenta. This was necessary in 11 of the 34 cases where 
the placenta was left in situ. (Posterior colpotomy or 
vaginal aspiration of fluid in the sac may suffice.) The 
commonest time for the secondary operation was at 
about the 50th post-operative day. As the placenta is 
much less vascular by that time, the operation is not 
difficult. There were no fatalities in this series. The 
indications for secondary removal were abdominal 
*!, 4%, increasing size of abdominal mass,’: 
intestinal obstruction,’ ** anaemia and toxicity."® 

No line of treatment can be laid down dogmatically. 
The deciding factor is the blood supply to the placenta. 
With removal of the placenta, when possible, one can 
forecast a shorter, less complicated convalescence. 


Where the placenta is not removed the convalescence 
may be longer (and more stormy) but the cure is as 
complete as with radical treatment. 


_ Lactation. The failure of lactation in the case reported 
in this article prompted an analysis of this aspect. 
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Lactation was commented upon in 10 cases. Breast- 
feeding was possible in 6 of these cases. In 5 of the 


lactating cases the placenta had been removed and in 
i case the placenta had been left in situ. This latter was, 
however, a case of intra-uterine plus extra-uterine 
pregnancy (twins), so that only half of all the placental 
tissue had been left in situ, the uterine placenta having 
been expelled vaginally. 

In the 4 cases in which a failure of lactation was 
reported, the placenta had been removed in | case. 
Therefore in 3 cases in which the placenta had been left 
in situ, was there an absence of lactation. 

One cannot draw conclusions from so few cases. 
Nevertheless these findings suggest that a ‘retained’ 
active placenta does interfere with lactation. Should 
this be true it is interesting to speculate on its mode of 
action. A persistence of chorionic gonadotropin or 
oestrogen production by an active ‘retained’ placenta 
may be the modus operandi. Presumably there are other 
factors too, otherwise lactation should commence when 
the placenta becomes absorbed. This did not happen in 
the case reported in this article. 


SUMMARY 


1. A case of near-term extra-uterine pregnancy is 
recorded with a live mother and baby. The placenta was 
left in situ. Vaginal aspiration of the sac was necessary 
on the 11ith post-operative day. 


2. A review of 77 cases of extra-uterine pregnancy at 
or near term published since 1944 is presented. 


3. The common symptoms in this condition are: 
Episodes of pain and/or vaginal bleeding in the early 
months of pregnancy; pain late in pregnancy, which may 
simulate labour pains; severe malaise; post-maturity 
and cessation of foetal movements. 


4. The common signs of this condition are: Abnormal 
presentations (expecially transverse lie); a non-pregnant 
enlarged uterus felt apart from the foetus; a displaced 
or non-softened cervix; failure of surgical induction; 
a foetus felt with great ease; and certain diagnostic 
signs on straight X-ray examination of the abdomen. 
The diagnosis can be verified by hysterosalpingogram. 


5. Babies. The survival rate of the babies was 38°. 
Gross deformity was recorded in 14% of all cases. 
Termination of pregnancy before term is in the interest 
of the baby. 


6. Treatment. The maternal mortality in this series is 
5.2%. Blood-transfusion facilities are essential. The fate 
of the placenta depends on its blood supply. The placenta 
should only be removed once its blood supply has been 
ligated. This was possible in the majority of cases. When 
the placenta is left in situ the patient is more liable to 
post-operative complications, which may necessitate a 
second operation, but the long-term results are the same. 
Whatever the treatment of the placenta, the abdomen 
should be closed without drainage. 

7. The ‘retained’ active placenta may possibly interfere 
with lactation. 


I wish to thank Professor James T. Louw for his constant 
encouragement. 
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CAROTID-BODY TUMOURS 


REPORT OF A CASE OF SUCCESSFUL REMOVAL OF A CAROTID-BODY TUMOUR 


F. P. Jacossz, M.B., Cu.B., F.R.C.S. (Epin.) 


Bloemfontein 


Carotid-body tumours are not frequently encountered. 
Only a few more than 300 have been reported in world 
medical literature. 


The operative removal of carotid-body tumours may 
be a very perplexing and formidable procedure even to 
the most adept and experienced surgeon. Collected 
statistics reveal a very high operative mortality, early 
post-operative death being generally conceded to be as 
high as 30—33%. Of those who survive operation a 
large percentage are left with some permanent post- 
operative disability. 


Anatomy of the Carotid Body. The carotid body 
occurs bilaterally in most mammals. It is situated at 
the bifurcation of the common carotid artery. It may 
vary in size from a hemp seed to a grain of rice, usually 
measuring about 5x3x2 mm. Its blood supply is 
usually derived from the external carotid artery, being 
its first branch. The carotid body is richly endowed 
with nerves, receiving a generous supply from the vagus, 
the hypoglossal, the superior cervical sympathetic 
ganglion and the descending branch of the glossopharyn- 
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geal nerve, which also gives rise to the carotid-sinus nerve 
of Hering. 

The explanation of the profuse network of nerves to 
an organ whose function is obscure and whose presence 
is essential to neither life nor health presents an 
interesting subject for study. 

Aberrant carotid bodies may occur in unusual 
situations; in fact, anywhere along the sympathetico- 
chromaffin system. Their recognition depends upon the 
development of aberrant carotid-body tumours, which 
have been reported in the region of the mastoid process, 
the middle ear, the pancreas and the Zuckerkandl bodies 
in the abdomen. There appears to be no relation between 
the carotid body and the carotid sinus. 


History. Von Heller, in 1743, mentioned the carotid 
body and referred to it as the ganglion minutum. 

Marchand, in 1891, reported the removal of a carotid- 
body tumour which necessitated ligation of the common 
carotid artery and jugular vein as well as removal of the 
sympathetic, vagus and hypoglossal nerves. His patient 
died on the third post-operative day. 

Madyl and Gersumy each reported the successful 
removal of carotid-body tumours and in both cases the 
common, external and internal carotid arteries were tied. 
Madyl’s case developed hemiplegia and facial paralysis 
but with time recovered. 

Numerous cases have since been reported. 


Pathology. Tumours are the only disease of the carotid 
body that has been reported. They vary in size from 
1 to 2. cm. to 10 cm. in diameter (as big as a goose egg). 
They are usually oval in shape. Brown and Fryer * have 
removed a carotid-body tumour measuring about 
10x 15x12 cm. In their case the jugular vein was 
tied as well as the external and internal carotid arteries, 
with a satisfactory final outcome. 

Carotid-body tumours are moderately firm to palpa- 
tion and on section vary from reddish grey to grey or 
brown. As the tumour increases in size it tends to become 
adherent to neighbouring structures, such as the pharynx, 
base of skull and neighbouring nerves. 


Histologically carotid-body tumours are formed by 
proliferation of the cells normally seen in the carotid 
body, and there has been no evidence of adenoma 
formation. In some instances atypical cells have been 
noted and the presence of mitosis. These are the cases 
which have been considered malignant and, in some 
instances, have shown extension beyond the capsule of 
the gland. 


Incidence of Malignancy. Here there is great diversity 
of opinion. Malignant manifestations, such as variation 
in size and shape of the individual cells, mitosis and 
invasion of the capsule and adjacent structures have been 
said to occur in 15 to 20% of cases (Gratiot '°). 
Harrington, Clagett and Dockerty * have expressed the 
view that 50°, of the tumours in their series showed 
definite microscopic evidence of malignant change. 

LeCompte," on the basis of his microscopic analysis 
of 17 carotid-body tumours, disagreed positively with 
this suggestion. He observed considerable variation in 
nuclear size but pointed out that similar nuclear changes 
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are seen in benign tumours such as _ parathyroid 
adenomas. Mitosis was rarely seen. 

Willis }* stated that with few exceptions tumours of 
the carotid body were benign, slow-growing, remaining 
sharply ‘circumscribed and providing no metastases. 

In Lahey’s* view the incidence of malignancy in 
carotid-body tumours is very much lower than has been 
generally assumed or reported. 


Clinical Features. Tumours of the carotid body are 
usually unilateral but in some cases bilateral tumours 
have been reported. Their growth is slow, persistent and 
essentially asymptomatic. Because of this patients usually 
delay for several years before seeking medical advice. 
The average duration of symptoms in a reported series 
was about 6 years. In the Lahey® clinic series the 
duration of symptoms varied from 3 months to 16 years. 

With continued growth and attachment to adjacent 
Structures, the patient may develop pain in the face, 
neck and middle ear, and hoarseness from pressure on, 
or involvement of, the recurrent laryngeal nerve or 
cough from involvement of the internal laryngeal nerve. 
Occasionally dysphagia develops from bulging of the 
tumour into the pharynx. 

Pulsation may be felt in the tumour owing to the 
proximity of the carotid vessels. It is common for the 
external carotid artery to be pushed forwards and medial- 
ly by the tumour, with marked pulsation felt at the inner 
aspect of the tumour. The pulsation may be felt in other 
parts of the tumour but it is a transmitted pulsation and 
not an expansile pulsation. The tumour is of firm 
consistence, movable from side to side but not vertically 
owing to its attachment in the bifurcation of the common 
carotid artery. The tumour does not move with degluti- 
tion. It is situated most often at about the level of the 
hyoid bone, the level of the bifurcation of the common 
carotid artery. Involvement of the sympathetic trunk 
may lead to a Horner’s syndrome. Pain may be referred 
to the middle ear and the distribution of the cervical and 
occipital nerves. 


Differential Diagnosis. To be differentiated from these 
tumours are: 


1. Branchiogenic cysts, which are usually situated at a lower level, 
are more superficially situated and tend to enlarge outwards. 
Carotid-body tumours tend to enlarge inwards. 

2. Metastatic lymph gland involvements, which are stony-hard, 
nodular and irregular. An example of such a lesion is the so-called 
aberrant lateral thyroid, which is in fact a metastasis from a 
carcinoma in the lateral lobe of the thyroid on the same side. 

3. Neurofibromas, which may occur anywhere in the body, and 
if situated near the bifurcation of the aorta may be very difficult 
to distinguish from a carotid-body tumour. 

4. Branchiogenic carcinomas, which occur in an older age-group, 
are fixed and are not associated with pulsations. 

5. Primary lymphomas, which may occur singly to begin with but 
grow rapidly and are usually associated with changes in the white 
blood cells, enlargement of other lymph glands and possibly with 
enlargement of the spleen. Sooner of later they occur in other parts 
of the body. 

6. Aneurysms, which are usually softer and have an expansile 
pulsation. 


Diagnosis. Any slow-growing tumour which is 
painless, ovoid in shape and situated deeply in the upper 
part of the anterior cervical triangle of the neck should 
be suspected of being a carotid-body tumour. As stated 
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previously, a carotid body is usually of firm consistence, 
movable from side to side but not vertically and may be 
associated with pulsation and a bruit or thrill. 

Radiological examination and Laboratory procedures 
are of little value. Aspiration biopsy is dangerous in 
neoplasms in the vicinity of the great vessels of the neck. 
The surgeon who attempts a formal biopsy under local 
anaesthesia may find himself confronted with a for- 
midable task. 

Bevan and McCarthy’ have called attention to the 
following characteristics of carotid-body tumours: 

1. A tumour present in the upper part of the anterior cervical 
triangle, partially covered by the sternomastoid muscle. 

2. Variable in size, small as a hazel nut or as large as an egg. 

3. A pulsating tumour in which the pulsation is transmitted and 
not expansile. 


4. Skin freely movable over the tumour mass, which is round, 
firm and smooth. 

5. The tumour is not tender, is painless and often is asympto- 
matic. 

6. Freely movable laterally but not vertically. 

7. May cause pressure on surrounding structures, e.g. causing 
hoarseness, cough, dysphagia, dysphonia, headache, tinnitus, 
nausea or vomiting. 

8. Rarely associated with a hypersensitive carotidsinus syndrome. 

9. Most frequent age incidence 30-40 years. 

10. No sex differentiation. 

_ 11. Average duration of symptoms 7 years before medical aid 
is sought. 


Treatment. 
much value. 
Complete removal of a small and early tumour is the 


ideal treatment. This type can be dissected free without 
injury to the vessels. The patients, however, seldom 


X-ray therapy has not proved to be of 


seek help in this stage because the tumour is symptom- 


less. 

__ In larger tumours surgical excision is the ideal method 
if excision can be performed without sacrificing the 
common or internal carotid arteries. Ligation of the 
common or internal carotid arteries carries a prohibitive 
mortality, estimated at 30 to 35%. 

Bevan and McCarthy believed,’ beyond doubt, that 
carotid-body tumours should not be removed if in doing 
so the carotid arteries had to be ligated. Lahey was 
of the same opinion, because in his view the possibility 
of malignant degeneration in a carotid-body tumour was 
far smaller than the known mortality following ligation 
of the carotid vessels. Even if the patient should survive 
ligation of these vessels he might be left with some 
serious permanent disability such as hemiplegia or 
aphasia. 

In the event of the tumour causing such pressure 
symptoms, particularly dysphagia, as to necessitate its 
removal certain procedures have been suggested to 
obviate the effects of ligating the internal or common 
carotid artery: 

1, Systematic compression of the common carotid artery against 
the large anterior tubercle of the transverse process of the 6th 
cervical vertebra, several times a day for several weeks before 
operation, to aid in establishing a collateral circulation in the 
cerebral vessels. Not all are agreed on the value of this procedure. 

2. Anticoagulants. Pemberton and Livermore® are of the opinion 
that delayed cerebral complications have origin in a thrombus 
in the distal ligated end of the internal carotid artery, in which the 
thrombus propagates itself upwards, involving branches of the 
circle of Willis, or an embolus breaks off. In such cases symptoms 
appear from several hours to several days after ligation of the 
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internal carotid artery. They demonstrated in an autopsy specimen 
that the length of the internal carotid artery, from the bifurcation 
to the circle of Willis, was 17 cm., and as a thrombus might occur 
in this length of vessel left they suggested that if the vessel had to be 
tied it be done as close to the base of the skull as possible. These 
same authors advocate the use of anticoagulants when it is necessary 
to ligate the common or internal carotid arteries. They state that 
the use of anticoagulants has reduced the mortality. The method 
used prophylactically by Pemberton and Livermore is as follows: 
mg. dicumarol are administered orally 15-20 hours before 
operation in cases where it seems likely that these vessels may have 
to be ligated when operating for aneurysm of the carotid vessels or 
when excising a carotid bodytumour. If at operation the vessels 
are sacrificed heparin is started on the operating table. It is given 
by continuous intravenous drip. Heparin 200 mg. is added to 
1000 c.c. 5% dextrose in distilled water. Approximately 25 drops 
of this solution are given per minute, regulated in accordance with 
the coagulation time, which is determined every 8 hours for the 
first 24 hours and every 12 hours thereafter. The coagulation 
time is maintained at between 15 and 25 minutes. Oral adminis- 
tration of dicumarol is resumed as soon after the operation as the 
patient is able to take the tablets. The dose depends on the daily 
determinations of the prothrombin time. When the prothrombin 
time has reached the desired level the use of heparin may be dis- 
continued and dicumarol alone given until the probable danger 
of thrombosis is past. Pemberton and Livermore report that no 
complications, or deaths, occurred following the use of anti- 
monn in 4 cases where the common or internal carotid artery 
was tied. 
3. A simple decompression operation with section of the sterno- 
mastoid muscle to relieve pressure. 


CASE REPORT 


Mrs. C. J. F., aged 41 years, of the Northern Cape, consulted me on 
1 October 1953 with the following complaints. 

Three months previously a relative noticed a tumour on the left 
side of her neck. The lady only then became aware of the swelling 
herself. It was a painless swelling. At about this time she developed 
a persistent dry cough not relieved by the usual cough remedies. In 
addition she began to lose her appetite and stated that the sight 
of food nauseated her. She felt tired and weak. She had had her 
first child 15 months previously. There was nothing else remarkable 
in her history. 

On Examination. A short stocky woman, aged 41 years. Some 
degree of anaemia. There was a tumour noticeable high up in 
the anterior cervical triangle on the left side (see Fig. 1). It was 
situated deep to the sternomastoid muscle at the level of the 
hyoid bone. The tumour was of firm consistence, movable from 
side to side but not vertically. At the anterior aspect of the tumour 
a marked pulsation could be felt, due to anterior and medial 
displacement of the external carotid artery. The pulsation could 
also be felt, but to a lesser extent, in the rest of the tumour. It was 
a transmitted pulsation and not an expansile pulsation. No bruit 
could be heard over the tumour nor could a thrill be felt. There 
were no palpable glands in the neck. The thyroid gland was not 
enlarged nor could nodules be felt in the left lobe of the thyroid 
gland. The spleen was not palpable. 

Admitted to hospital on 3 November 1953 with a tentative diag- 
nosis of carotid-body tumour. Full investigations were carried out 
in hospital. 

Blood: Haemoglobin 10.5%. Colour index 0.85. Erythrocytes 
4,100,000 per c.mm., Leucocytes 8,000 per c.mm., neutrophils 
61 %, monocytes 13 %, lymphocytes 22 %, eosinophils 4%, basophils 
nil. Apart from some reduction in the serum proteins the rest of 
the blood chemistry was normal. 

A physician was called in to investigate the cough. His examina- 
tion proved negative and X-rays of the lungs were negative. 

An ear, nose and throat surgeon was called into consultation as 
well. No abnormality was found in the larynx or pharynx. There 
was no bulging of the tumour into the pharynx. 

There was no occult blood in the stool. 

At this stage the diagnosis of carotid body was even more strongly 
suspected. The cough was thought to be due to pressure on the 
internal laryngeal nerve and the anaemia was thought to be a 
nutritional anaemia. re 

The patient was put on a high protein diet with mixed vitamins, 
and received 3 blood transfusions, 1,500 c.c. in all. At this stage 
she was considered fit for operation. 
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OPERATION 


Operation was performed on 17 November 1953. Intratracheal 
gas-and-oxygen anaesthesia was used, administered by Dr. W. 
Sutherland. The patient was placed on her back on the operating 
table with her neck extended and rotated to the opposite side. 

A long incision along the anterior border of the sternomastoid 
muscle was made, extending from the mastoid process to the 
clavicle. Skin, superficial fascia and platysma were incised. Next 
the deep cervical fascia was incised in the line of the incision. 
The common carotid artery was exposed and freed from surround- 
ing structures. A thin vascular reticulum was found to surround the 
artery, extending on to the tumour. It was very clearly visible. 
James and Saleeby of Columbus, Ohio, consider this feature diag- 
nostic of carotid-body tumour; it was present in all cases of carotid- 
body tumour operated upon by them. The vascular reticulum was 
incised between artery forceps a short distance below the tumour, 
the artery freed and a small Penrose drain placed around it, its 
ends being caught in artery forceps. At this stage the jugular vein 
could be seen lying behind the artery, with the vagus nerve along- 
side. 

Dissection of the tumour from its surroundings was begun on 
the medial side. Here the tumour was adherent to the pharynx. 
It was gently freed from the pharynx by means of sharp and blunt 
dissection. Large veins were encountered and these were caught 
in artery forceps before being cut. On carrying the dissection 
upwards the superior thyroid vessels were identified, ligated and 
cut, silk ligatures being used. On carrying the dissection still 
further upwards the external carotid artery could now be identified 
above the tumour. It was freed and a Penrose drain also placed 
around it. At this stage the internal carotid artery could be felt 
pulsating but could not yet be visualized above the tumour. The 
next structure to come into view was the hypoglossal nerve, not 
invaded, but tightly stretched across the upper pole of the tumour. 
By careful sharp dissection it was freed and retracted upwards by 
means of a nerve hook. A short length of internal carotid artery 
could now be freed above the tumour and a Penrose drain placed 
around it. The Penrose drains encircling the external and internal 
carotid arteries were so placed that the hypoglossal nerve, previously 
freed, lay above them and was fully protected during the further 
stages of the operation. 

Attention could now be directed to the posterior and superior 
aspects of the tumour. Using eye scissors for dissection the tumour 
was gently freed from the muscles and internal jugular vein and 
vagus nerve behind. Large veins were again encountered and caught 
in artery forceps before section. In carrying the dissection upwards 
in this plane the internal laryngeal nerve was encountered and 
found to enter the tumour, being completely encircled in its 
proximal portion. It was necessary to sacrifice this nerve. It was 
now possible to free the tumour from behind the angle of the jaw 
and from the base of the skull superiorly. Large veins were again 
encountered. All these veins were caught in artery forceps before 
being cut and ligated with silk. 

At this stage the tumour was attached only to the common, 
external and internal carotid arteries. The external and internal 
carotid arteries were carefully palpated, superficially to the tumour, 
and the dissection was begun on the medial side of the internal 
carotid artery, using eye scissors and working gradually proximally 
until it was gauged that the bifurcation had been reached. Next the 
tumour was dissected from the lateral side of the external carotid 
artery again to the bifurcation. Next it was freed from the posterior 
aspect of the internal carotid artery by sharp and blunt dissection 
without much difficulty. 

Finally the tumour was rotated and freed from the posterior 
aspect of the external carotid artery. In freeing the tumour com- 
pletely from the bifurcation of the common carotid artery a short 
brisk haemorrhage followed section of the artery supplying the 
tumour. The artery came from the external carotid artery and 
bleeding was easily controlled by artery forceps followed by ligation 
of the vessel. 

During the dissection of the tumour the Penrose drains around 
the vessels proved to be of great value in retracting the vessels and 
tumour from the structures as the dissection proceeded and, in the 
later stages, in drawing the internal and external carotid arteries 
apart when freeing the tumour from these vessels (the use of 
Penrose drains for this purpose was suggested by Lahey). Should 
the internal carotid artery be cut, inadvertently, during the dis- 
section these drains could be used as temporary tourniquets and the 
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rent in the vessel possibly be sutured instead of sacrificing the 
vessel. 

At the end of the operation the wound was closed in layers. 
A drain was brought out through the sternomastoid muscle and 
out through a stab wound in the skin behind the main incision. 

The tumour was removed completely enclosed in its capsule. 
Its dimensions were 2 x 14 x } inches (see Fig. 2). 


babes 


Post-operative Course. The patient made an un- 
interrupted recovery. She complained of some weakness 
of the left side of the tongue, no doubt due to traction on 
the hypoglossal nerve during the operation. It is probable 
that the tongue will recover completely in a matter of 
months. There was already some improvement by the 
time she was discharged from hospital on 28 November. 
Her appetite returned to normal soon after the operation 
and she felt hungry for the first time in months. Her 
cough disappeared completely. The drain was removed 
on the 8th post-operative day. 

Histology. The report on the tumour by the South 
African Institute of Medical Research was as follows: 
‘Sections of this specimen from the neck show the 
histological features of a carotid-body tumour’. 


SUMMARY 


The present-day concepts of carotid-body tumours have 
been discussed. 
A case has been described in which the clinical features 
were fairly characteristic of a carotid-body tumour. 
The steps in the operation have been described in 
detail. 


The satisfactory outcome is recorded. 
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ADVANCE OF ANO-RECTAL SURGERY WITH SPECIAL REFERENCE TO 
AMBULATORY TREATMENT 


STEPHEN EISENHAMMER, M.B.(EpIN.) F.R.C.S.(ENG.) 


Johannesburg 


This article is prompted by the realization that the 
practice of proctology requires reorientation. 

The number of proctology cases presenting as out- 
patients of any large general hospital approximates to 
that of many of the specialties which possess special 
facilities. The ano-rectal work is distributed throughout 
the various surgical units. Most general surgeons, whose 
field of work is very extensive, strive hard to reach 
perfection in their major surgery, and are unwilling to 
sacrifice time for a post-graduate proctology appoint- 
ment. The more senior and busier a surgeon becomes, 
the less thought he gives to ano-rectal surgery. In other 
fields he persistently seeks the most modern principles 
but in this branch of surgery he is content with the 
methods he has used over the years. The average 
surgeon of note rather scorns the lowly subject and 
disqualifies discussion with a derogatory remark that 
the removal of piles or cutting of a fistula requires no 
great degree of skill. 

Ano-rectal diseases cause much suffering and loss of 
working hours. Expert modern methods, which too 
often are not practised, can do much to improve the 
treatment of these cases. It is thus of great importance 
that the larger institutions should overhaul the surgical 
proctological services. There is no need for absolute 
specialization, but the surgeon in charge should have 
this field of surgery as his chief interest. To him should 
fall the duty of training students and post-graduates. 
A specially-equipped modern rectal out-patient depart- 
ment is essential. A senior resident house surgeon, 
capable of handling all emergencies, should be in charge. 

On this basis, a surgical rectal unit can cut down the 
in-patient admissions by at least 50°,—an important 
aspect to any hospital administration. The patient also 
shares in the economic benefit. 

This article is mainly concerned with the large scope 
for ambulatory surgery in the common ano-rectal 
disorders. The methods and techniques are those which 
I have devised or developed over the last 10 years, 
during which period my practice has been solely confined 
to ano-rectal surgery. 


LOCAL ANAESTHESIA 


Complete familiarity with the technique of local infiltra- 
tion anaesthesia is necessary for this ambulatory work. 
The methods described in text-books for obtaining full 
anal-canal local anaesthesia are misleading and unduly 


complicated, because they are based on a true nervous- 
block method. This is unnecessary, considering that the 
closed anal canal with its surrounding musculature is 
no thicker than an index finger and not much more than 
an inch long. To bathe this area in an anaesthetic solution 
just lateral to the muscles is a simple procedure. One 
posterior mid-line puncture and two mid-lateral ones 
suffice for the deep infiltration. The subcutaneous tissues 
are infiltrated by threading the skin from back to front 
through two separate postero-lateral points. Size 19 or 
20 hypodermic needles are used for the perianal infiltra- 
tion and size 17 for the subcutaneous infiltration. In the 
haemorrhoid operation, a few minims of the solution 
should be injected into each upper pole to obviate 
traction-pain. In fistulous abscess or fistula corres- 
ponding needles, but longer, are required. I use 2% 
‘novutox’. In a series of over 600 local anaesthesias only 
one post-operative abscess occurred in a_ recent 
haemorrhoid case. With experience less and less local is 
used. This diminishes the immediate post-operative 
upset. The long-lasting oily anaesthetic solutions, and 
other injections of this type should only be used in 
exceptional circumstances, and only by those who are 
aware of its dangers. 


ANAL FISSURE 


This is a common and disabling complaint. The chronic 
fissure lends itself ideally to ambulant treatment. The 
operation is simply performed in a well-equipped room, 
surgery, or out-patient department. Only those fissures 
that are associated with a full haemorrhoid picture 
require in-patient treatment. The operation of internal 
anal sphincterotomy, which I have already described and 
discussed in two papers, '»* has sufficiently simplified 
the radical cure to make hospitalization unnecessary. 
The operation consists of a linear division of the internal 
anal sphincter, either through a separate left lateral 
incision, which I generally favour, or through the fissure 
bed itself. The fissure is then excised superficially by 
removing the sentinel pile, the skin edges, the over- 
hanging hypertrophied papilla and the central crypts. 
I do not advise complete division of the internal sphincter 
in the anterior mid-line, especially in females. 


ANAL STENOSIS 


(a) Senile or chronic spasmodic anal stenosis is purely 
a contracture of the internal anal sphincter. A total 
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linear division of this muscle is the correct radical cure.* 
This is essentially a simple out-patient procedure. 

(b) The post-operative stenosis generally lends itself 
to the same treatment. 


ANO-RECTAL ABSCESS AND FISTULA 


The anal fistula possesses a bad name with the laity. 
It is notorious for its multiple and often unsuccesfull 
operations. This is due to lack of understanding of the 
pathology and the ano-rectal anatomy. Satisfactory 
treatment of fistulae depends on the fundamental fact 
that ano-rectal abscess and fistula are one and the same 
condition. The abscess becomes the fistula. It is thus 
better to call the abscess a fistulous abscess. If one 
excludes the perianal follicular abscess, the true ischio- 
rectal abscess, the pelvi-rectal abscess, the rare primary 
submucus abscess and the post-operative abscess, it can 
be accepted that all ano-rectal abscesses and fistulae 
arise from infection of the tubular ducts or glands that 
open into the mouths of the anal crypts. If this fact is 
accurately familiarized, then the primary cure of the 
fistulous abscess or fistula becomes a comparatively 
simple surgical procedure. A radical cure, then, is to 
be established in the abscess stage of the fistula. To 
drain an abscess, however, widely done, will lead to a 
fistula, because the internal cryptal origin persists. In 
rare cases, however, it is expedient for economic or 
personal reasons to simply drain an abscess, thus 
relieving the acute symptoms, and to deal with the 
ensuing fistula at a convenient time. 


The radical cure of abscess or fistula of cryptal origin 
can be adequately performed under local anaesthesia in 
a well-equipped surgery or out-patient department. This 
group comprises about 90° of the total of ano-rectal 
abscesses and fistulae. In ambulatory surgery the usual 
surgical principles are to be followed. I only stress one 
departure and that is always to ligature and excise the 
external and internal haemorrhoidal area on the internal 
borders of the wound. 


Besides the great institutional and economic saving 
resulting from ambulant surgery, far greater benefits are 
derived from the better operative results. The wounds, 
especially where large, heal nearly twice as fast as in the 
hospitalized patient. Healing proceeds evenly and 
smoothly, with no tendency to the notorious premature 
unsound adherence with dead space and pocketing. This 
is accounted for by movement of the parts and improved 
circulation. The ambulant regime is best demonstrated 
in cases requiring massive excision, such as those in 
whom a previous operation has failed. These in-patient 
cases should not be kept longer than 7 to 10 days. The 
dramatic rapid healing that follows, under the ambulant 
regime, is a revelation. I have practised this system for 
9 years with unfailing results. 


INTERNAL HAEMORRHOIDS 


The full haemorrhoid operation generally requires 
hospitalization, but there are many intermediate cases 
suited to ambulatory surgery. Cases frequently present 
that have only one or two distinct prolapsing or pro- 
lapsed haemorrhoids, in which injections have failed or 
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are contra-indicated. The single anterior prolapsed 
haemorrhoid is more common in women. In elderly 
patients with flaccid anal musculature the piles are often 
localized and presenting on the anal verge. These types 
are eminently suited to out-patient operation and 
ambulant follow-up. 

In these cases a closed type of operation is advised. 
The pattern I recommended is to dissect free the pile 
mass, which is isolated by 2 or 3 Dunhill artery forceps, 
the St. Mark’s technique * being preferred. The pedicle 
should be isolated just internal to the anal verge and tied 
off with a stout linen suture left on the long. The 
redundant wound edges are trimmed down after 
the subcutaneous external plexus has been well cleared. 
Exposure of the wound for the closure is obtained by 
applying gentle traction to the forceps and the long 
ligature. Only unabsorbable sutures such as black silk 
are recommended for anal canal surgery. Catgut sutures 
invite soggy and infected wounds. Also only interrupted 
sutures are advocated, as continuous ones cause swelling 
and pain and often wound break-down. One or two 
black silk sutures, size 0, on a Lane half-circle number 2 
needle, are placed as close as possible to the main pedicle 
ligature, picking up the two mucosal edges plus a firm 
central bite of the floor tissue. The remainder of the 
wound is closed with 3-5 silk sutures (size 5-0) on the same 
pattern. It is very important that the sutures are only 
tied loosely firm so they do not strangle the tissue. 
The pile mass is now cut free from the main pedicle 
ligature, which then is also cut short. It cannot be suffi- 
tiently stressed, where closure is carried out, that the 
external plexus with the areolar tissue must be dissected 
away meticulously in the wound area and as far out 
beneath the mucosa and skin edges as possible. The 
skin edges must be trimmed away till they just meet 
without tension. 

In the radical extensive haemorrhoidectomies there is 
little place for the closed technique. Here, rather, 
plastic refinements may be introduced for those who seek 
perfection. Local infiltration anaesthesia, the solution 
containing an adrenalin-like substance, is absolutely 
essential here, to control the haemorrhage in these time- 
consuming operations. General anaesthesia, or spinal 
by itself, is eminently satisfactory for the standard 
ligature-and-excision operation which is of short 
duration. 


ACUTE ATTACK OF PILES 


Under this heading are included the inflammatory and 
thrombotic internal haemorrhoidal disorders, the external 
plexus haematomas, and inflammation of anal tags. 

The early massive inflammed prolapsed haemorrhoidal 
attack lends itself to reduction and the prevention of 
strangulation. Judiciously-placed submucous injections 
of phenol in oil into the upper poles of the involved 
piles do much to consolidate the reduction. 

In the solitary prolapsed pile attack, often the aetiology 
lies in a haematoma of the external component of the 
mass. Reduction is effected by excision of the external 
haematoma. 

In the case with inflammation of permanently- 
prolapsed piles arising in a patulous-type anus, external 
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treatment is indicated. Repeated dressings of glycerin of 
tannic acid B.P. are more useful than the legion of 
remedies usually recommended 

The deep diffuse tense and painful external haematoma 
is best treated by open dissection and wide plexus- 
excision and primary closure with interrupted sutures 
of fine black silk. Undue pain is avoided by not extending 
the incision further than the anal verge. 

Inflamed and oedematous tags react well to dressings 
of glycerin of tannic acid. This preparation’s merits lie 
in the fact that it is strongly hygroscopic and also 
coagulating. 


PRE- AND POST-OPERATIVE REGIME 


Before operation the bowels are cleaned out by a 
soap-and-water enema. A _ sigmoidoscopic examina- 
tion is carried out in all cases before or after the 
operation. 

The skin is washed with soap and water and then 
shaved, and finally colourless flavine in spirit is applied. 

At the completion of the operation all open wounds 
are thoroughly coagulated with a 45°, aqueous tannic- 
acid solution combined with 1 in 500 colourless flavine. 

The primary dressing consists of gauze well-impreg- 
nated with a thick aqueous paste freshly prepared from 
a powder of pure sulphadiazine compounded with 1°% 
of colourless flavine powder. 

A thin soft rubber tube of intrevenous type, with side 
holes and about 4 inches long, is introduced into the 
rectum to allow gas to escape without disturbance of the 
wounds. This procedure is followed in the fistula, abscess, 
and some of the haemorrhoid and fissure, operations. 

The post-operative pain is controlled with A.P. 
codeine gr.1/6 and 50-mg. pethidine tablets. Two of each 
are given when the patient leaves. Where difficulty is 
expected with the water ‘prostigmin’ and carbochol 
tablets are prescribed. 

The bowels are confined for 2-4 days, depending 
on the operation. The diet must be simple and low, with 
free allowance of fluids. Liquid paraffin and milk of 
magnesia, | oz. of each, is ordered the evening before 
the bowels are to act. The intra-rectal rubber tube, if 
present, is removed the same evening. A moderate 
amount of the above aperient is allowed each night till 
the bowels begin to act satisfactorily on their own. It 
is to be carefully explained to the patient that one motion 
a day is to be aimed at without any undue straining. The 
diet becomes free and full on the day when the bowels 
act. 

The stay in bed varies from | to 4 days, depending 
on the operation and the patient’s reaction. 


Editorial (1953): One-dose Treatment for Malaria, The Lancet, 
265, 383. 


An editorial article in the Lancet describes the many experiments 
in malaria treatment of the last few years, especially as regards the 
acute attack of malaria in partly-immune subjects by a single dose 
of a drug. This can be given under supervision, often in the out- 
patient department, so that the uncertainty of dosage when drugs 
are given to primitive people for administration at home is avoided. 
The mother of an African child, who knows nothing of tablets 
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The immediate post-operative dressings consist of 
gauze soaked with glycerin of tannic acid applied 
externally and changed 3 or 4 times a day. This dressing 
is especially valuable in the haemorrhoid cases, because 
, prevents post-operative oedema and keeps the wounds 


This procedure is used till after the bowels are allowed 
to act. Thereafter baths and washing of the wounds are 
permitted for the first time. In all the cases except the 
fistula and abscess type, simple superficial vaseline 
dressings on gauze are applied. The anus is to be cleansed 
with water morning and night and after a motion, and a 
vaseline dressing applied. 

In the fistula and abscess case, where large open 
wounds present, the most important part of the care is 
the careful washing or douching out of the wound 2 or 3 
times a day. This may be done in the bath or over the 
side of the bath or by any other convenient method. 
This must of necessity be carried out after each bowel 
action. A hand shower aparatus is the ideal for washing 
out the fistula wound; the squatting position gives the 
best access. This is followed by laying into the wound a 
gauze soaked in acriflavine emulsion. If skin allergy 
develops which is not controlled by an antihistaminic 
cream, then recourse to simple vaseline dressings is 
advised. 

The period of follow-up visits depends on the type of 
case and progress. Where internal dressings have been 
used, the patient should report back after the bowels 
have acted, to ensure that the dressings have been voided. 
Once a week a check-up is made. In the large fistula 
cases or where the patient lives far away the period may 
be extended to 3 or 4 weeks. The patient must be able 
to communicate by telephone or otherwise with a doctor 
or nursing sister in the department concerning any 
intercurrent problems. 


SUMMARY 


A plea has been made for the advancement of ano-rectal 
surgery. 

Special reference to the scope for ambulatory surgery 
has been stressed. 

The methods advocated are those that the author has 
practised, over a period of 10 years, in a proctological 
practice. 
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and dosage, can hardly be expected to carry out treatment which 
needs repetition at stated intervals, but a single dose given at 
hospital or dispensary is a different matter, if it is effective. 

The article summarizes the various recent papers on the subject 
and winds up with the words, ‘Of course, a dose of quinine will 
clear up many an attack in semi-immune people’. This is in agree- 
ment, e.g., with Vaucel who wrote recently, ‘In partly immunes 
relapses and re-infections may be successfully treated by a single 
dose of 0.5 or 1 g. quinine’. 
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The need for a modern method of controlling many of the 


distressing infections of the gastro-intestinal tract is met by 
the introduction of Guanimycin. 


Guanimycin is the first South African oral preparation of 
streptomycin combined with sulphaguanidine. 


Guanimycin is issued as a stable dry powder from which a 
smooth, palatable, homogeneous suspension may be made by 


simple mixture with water. 


Guanimycin is indicated for the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhea, and other mixed infec- 
tions of the gastro-intestinal tract in infants, children and adults. 
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Ever Widening... 


Chloromycetin, the first synthetic antibiotic, stands at the centre 


CHLOROMYCETIN 
CAPSULES 
of an ever-widening circle of chemotherapeutic achievement, SUSPENSION 
from its first clinical successes against the Rickettsiae; next PALMITATE 
against many viruses, then Gram-negative and Gram-positive CHLOROMYCETIN 
OPHTHALMIC 
organisms. With its variety of forms, easy administration CHLOROMYCETIN 
and versatility, Chloromycetin is the dominant 
CHLOROMYCETIN 
antibiotic of today—and its full impact has CREAM 
CHLOROMYCETIN 
yet to be measured. TOPICAL 
« 
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THE AGRICULTURAL FOUNDATION OF NUTRITION 


Ill. NATURAL LIMITATIONS TO THE PRODUCTION OF FOOD. 


F. W. Fox, D.Sc. (LonpD.) 


South African Institute for Medical Research 


Pastoral Farming. \t is well known that South Africa is more 
adapted to pastoral farming, i.e. to the production of meat and 
dairy products (as well as wool), than to the cultivation of crops. 
Alvord ! (1949) has calculated that 94.2 million morgen of land 
farmed by Europeans and 14 million farmed by non-Europeans 
is suitable for grazing, i.e. 72% of the area of the Union, which 
amounts almost to 150 million morgen. Pastoral products, which 
are most valuable foods, will be considered in a later article; 
their production could be greatly increased. 


ARABLE FARMING 


Even under ideal conditions the number of persons that can be 
fed per morgen by pastoral farming is not high. Hence it is to our 
arable land that we must look for the main support of a large po- 
pulation. At present Europeans are only cultivating about 8.5 
million morgen for all purposes; non-Europeans cultivate another 3 
million. Taken together these areas amount to about 8°, of the 
area of the Union; and 2 million of these are fallow land. 

According to the 1950-51 agricultural census European farms 
and holdings occupied 101,290,000 morgen; the areas cultivated for 
the principal crops were estimated to be as follows: 


TABLE I, ARFA IN UNION UNDER PRINCIPAL CROPS (EUROPEANS ONLY) 
1950-51 AGRICULTURAL CENSUS (1,000 MORGEN) 
Maize 
Wheat 
Oats 
Kaffir Corn 
Sugar 
Groundnuts 
Fruit 
Sunflower 
Beans 
Potatoes 
Rye 
Barley 
Vegetables 
Cowpeas .. 
Soya beans 
Tobacco 


To understand why this important type of farming is practised 
on such a small scale we must remember the 6 basic requirements 
of the growing plant, namely: an adequate supply of carbon 
dioxide in the air; adequate sunlight; suitable temperature range; 
topography; soils; and a sufficient supply of moisture. 

For the present purposes we can ignore the first three, but the 
others, especially the last, are important limiting factors. 


Topography. A considerable portion of the humid regions of 
South Africa consists of mountainous country or of steep hillsides, 
which are either totally unsuitable for cultivation, or require very 
skilled management; indeed, particularly in the Native Reserves 
there are extensive areas of steeply-sloping ground that should be 
withdrawn from cultivation, at least temporarily. 


Soils. There is a wide variety of soil-types and these are distri- 
buted very irregularly. Unfortunately large areas that are flat and 
receive sufficient rainfall are so stony that the amount of land that 
can be cultivated, even in the humid region, is greatly reduced. 
Good soils are apt to be patchy in occurrence; moreover, they 
readily become pulverized during the long dry winter months 
and are then liable to be eroded by strong winds. Erosion is further 
aggravated by the torrential downpours that occur in summer, 
particularly if the ground is uneven. Lack of phosphorus or trace 
elements, when recognized, can be made good, but it is less easy to 


supply and maintain organic matter at the level desirable for soil- 
stability and high fertility, owing to the high rate at which it is 
oxidized in our warm moist summer. That the fertility of much of 
our arable land has deteriorated almost to ‘breaking point’ is now 
well known; this applies even in districts on which we depend most 
heavily for the production of our main foodstuffs. 


Average Annual Area as Percentage 
Rainfall of Whole 
Up to 10 inches 30 
Semi-Arid 10 to 20 inches 23 
Humid 20 inches and over 40 
Semi-Arid to Humid 10 inches to 100 
inches in mountains 7 


Fig. 1. Approximate Climatic Regions of South Africa (including 
Basutoland and Swaziland) (after Levinkind 2). 


Moisture. Lack of sufficient moisture is undoubtedly the chief 
limiting factor to the greater development of arable farming. 

Total Annual Rainfall. After studying the annual rainfall over a 
period of 35 years Levinkind? (1941) divided the Union (plus 
Basutoland and Swaziland) into 4 main regions (Fig. 1). The 
percentage of the total area receiving different amounts of rain are 
given in Table II (Union only.) In 86°% the rain is received mainly 


Region 
Arid 


TABLE II. MEAN ANNUAL RAINFALL FOR THE UNION 
(METEOROLOGICAL OFFICE: DATA TO 1935) 


Mean annual rainfall 
(inches) 
Arid Region 
5 


Percentage of Union with rainfall 
Between these limits Below upper limit 


w 
Se 


5—10 
Semi-Arid Region 
10—15 
15—20 
Humid Region 
20—25 
25—30 
30—40 
40—S0 
50—75 
75—100 
Over 100 


We 
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in the summer, in 11° mainly in the winter and in the remaining 
3% it is equally distributed throughout the year. _In the summer- 
rainfall area an annual precipitation of 25 inches is roughly the lower 
limit for successful crop-production; at 20—25 inches it is more or 
less a gamble; hence the bulk of our food is grown in portions of an 
area that is about one-fifth of the Union. 


Erratic Nature of Rainfall: Droughts. Unfortunately the amount 
and the stability of the crops obtained are greatly reduced by the 
erratic nature of the annual rainfall, as also by its variable dis- 
tribution over the year. Such complexities are difficult to summarize 
in numerical form, but Levinkind also studied the past incidence of 
drought, which he arbitrally defined as a year when the rainfall 
was 85°, or less of the mean for that district (Table III). He showed, 
TABLE Uf. DROUGHT PROBABILITIES FOR SOUTH AFRICA: AFTER 
LEVINKIND * (1941): BASED ON RECORDS 1904-38 


Percentage of area in drought once during 

time indicated 
Years 50 20 10 7 5 3 2 
Whole of Union 86 75 64 56 49 35 18 
Humid Region 85 75 65 58 51 38 24 


incidentally, that even ‘in the humid region drought conditions 
were experienced during 28 of the 35 years investigated. On 8 
occasions 50°, or more of the humid area was in drought and on 
18 occasions the area affected equalled or exceeded 20°, of the 
region.” He ignored years with a normal total rainfall but an 
unfavourable seasonal distribution, and the ineffectiveness or 
damage caused by torrential downpours. It is easy to exaggerate 
the handicap of low or erratic rainfall, which the best farmers are 
increasingly learning to outwit, at least to some extent. But there 
can be no doubt that these difficulties greatly affect the potential 
as well as the stability of our crop production. 

Evaporation losses. Finally, the effective value of the rain which 
falls is greatly reduced owing to the heavy losses arising from the 
high evaporation rates (Table IV). 


TABLE IV. RAINFALL AND EVAPORATION 
(ADAPTED FROM VAN DER MERWE,* 1941) 


Total Total 
Rainfall Evaporation 
(inches) (inches) 
Summer Rainfall Region 
Grassridge 
Lake Arthur 


Evaporation/ 
Precipitation 


1. 
Kimberley 
Aliwal North 20. 
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Total 
Evaporation 
(inches) 


Total 
Rainfall 
(inches) 
Summer Rainfall Region 
Hartebeestpoort 69. 
Colenso é 58. 
Nelspruit 5S. 
Piet Retief 50. 
Umbogintwini 2.3 51. 
Winter and Even Rainfall A 
Steenbras 27.5 45. 1. 
Lake Mentz 10.1 69. 6. 


Nore: An evaporation of 25 inches per annum represents a loss 
of one million gallons a day from each square mile of the water- 
surface of a storage reservoir. 


Evaporation/ 
Precipitation 


2.6 


Irrigation. Irrigation is commonly believed to offer almost 
unlimited possibilities for South Africa; it certainly greatly increases 
and stabilizes crop production per morgen. But shortage of suitable 
dam-sites and the rainfall to fill them, together with high evapora- 
tion rates and siltation problems, severely limit future large-scale 
developments. Only 0.6 million morgen is irrigated at present; the 
estimated possible addition in the course of years is another 0.2 
million morgen. 


Conclusions. In view of these formidable natural limitations it 
is not difficult to understand why the area at present under cultiva- 
tion is so small, or why the likely extensions are estimated at only 
another 2 million morgen (du Toit *). However, this estimate is 
qualified by the important words ‘taking into account the present 
agricultural price and cost structure’. Moreover, the definition of 
arable land is an elusive one in which ‘the farmer is as important 
as the land’; what farmers in some parts of the world have done 
with most unpromising land is almost unbelievable. The recent 
proposal to irrigate with treated sea-water should also remind us 
that science may in time help to minimize some of these natural 
limitations. Two exceptionally favourable seasons are likely to 
lull us into a false sense of security. Would it not be wiser to 
accept them as a most welcome breathing space in which the 
magnitude of the long-term food problems that confront South 
Africa is frankly faced? 
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NATAL DAY DEATHS 


E. P. Wooprow, M.R.C.S. (ENG.), L.R.C.P., D.C.H. (Lonp. 
Maternal and Child Welfare Officer, City Health Department, Cape Town 


In October 1953 Dr. Herman N. Bundesen, M.D., Sc.D., President 
of the Board of Health, Chicago, published a pamphlet of great 
interest to all physicians and administrators who are responsible 
for preventive measures to be used to ensure the greatest survival 
rate among new-born infants. 

He received a grant from the American Committee on Maternal 
Welfare towards the publication, which he calls a Challenge to 
‘the long-neglected and unaltered field of infant mortality’. 

His findings are the results of an extensive 14-year study of 
10,000 neo-natal deaths in which a complete clinical investigation 
has been made and a satisfactory post-mortem examination 
performed. The post mortem is only considered satisfactory if it 
is done by a competent pathologist and if it includes microscopic 
examination of any tissues necessary to make an accurate diagnosis. 

His conclusion is that in the critical early days of life, for infants 


of lower birth-weight particularly, “we are still doing too little, too 
late, not too well for too few in this long-neglected field of infant 
mortality’. 

He considers that this is because they had not until them fully 
realized that over one-half (52°) of all infant deaths occurred 
within the first 3 days of life, nor that more than one-half (53.2%) 
of these early infant deaths occurred in infants with a birth-weight 
of under 1,500 gms. (i.e. under 3 Ib. 5 0z.). 

Neo-natal deaths to be most informative and accurate, he 
contends should be classified in 4 age-groups: 

Natal-day deaths (ist day) 

Tridiem deaths (ist 3 days) 

Hebdomadal deaths (Ist week) 

Post-hebdomadal deaths (7-27 days) 

In addition he cross-classifies all neo-natal deaths by age, weight 


8 ° 
9 
4 
2 
6 
8 
7.0 
6.1 
82.8 5.3 
4 60.6 3.0 
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TABLE I. 


Infantile Mortality 

(under 1 year) 
non-E 
216.7 
215.0 
188.0 
157.2 
135.0 
130.5 
117.1 
104.8 


1 July to 30 June 


1913—1918 
1918—1923 
1923—1928 
1928—1933 
1933—1938 
1938—1943 
1943—1948 
1948—1953 


26.6 


* These figures include the enormous rise in death rates during the great influenza epidemic which in the 
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Natal Day Mortality 
(1st day) 


Neonatal Mortality 
under 28 days) 
non-E 
65.9 
54.2 
48.9 
48.4 
34.7 
37.3 
39.8 
33.4 


non-E 
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1918 amounted to 179.89 Europeans and 559.16 non-European infants per 1,000 live births. 


TABLE Il. 


Infantile Mortality 
From To 


118.6 26.4 


92.0 26.6 
216.7 104.8 


Reduct. 
92.2 


65.4 
111.9 


Chicago 46.2 
Cape Town: 
European 


non-European 


39.0 
65.9 


Neonatal Mortality 
From 


CHICAGO AND CAPE TOWN 


Natal Day Mortality 
From To Reduct. 
11.1 9.4 


10.3 
10.0 


To Reduct. 
18.9 27.3 


22.4 
32.5 


3.7 
0.6 


16.6 
33.4 


6.6 
9.4 


The Chicago figures include ‘non-white’ births which numbered 18,896 in 1952. The total number of births in Chicago for the period 


1940—49 is given as 691,519. 


and accurate cause and not just by age or weight or cause alone. 

He believes that death certificates issued according to the Inter- 
national Classification of the causes of death, using such ‘catch-all’ 
phrases as ‘Diseases peculiar to early infancy’ and ‘prematurity’ 
divert all of us from the proper direction in which preventive 
efforts may be most effective. For instance, he says, to group all 
deaths in premature infants as ‘prematurity’ is as illogical as group- 
ing all deaths during the neo-natal period as ‘neo-natality’. We 
ought not to remain content to let infants ‘die of a word’ instead 
of finding the true causes of death and then trying to eliminate them. 

The following is his grouping of the causes of death in the early- 
age and low-weight groups of premature infants: 

1. Abnormal pulmonary ventilation, causing, in his series, 54.3 °, 
of all infant deaths that occur during the Ist day of life. 

Injuries at birth causing 19° of all the deaths occurring during 
the first 3 days of life. 56.7°% of the neo-natal deaths due to this 
cause in Chicago, particularly those due to_ intracranial 
haemorrhages, were in premature infants. Of all the factors related 
to deaths from injuries at birth the one with the most profound 
influence is the method of delivery. Therefore he contends that in 
order to help to reduce these needless deaths, delivery of the prema- 
ture infant should be conducted by a well-trained and skilful 
obstetrician. 

3. Malformations 

4. Infections. In Chicago pneumonia was found to be the cause 
of 80.2% of deaths from infection in the neo-natal period. 

5. Blood dyscrasias 

6. Anoxia 

7. Miscellaneous causes 

Finally, he outlines the programme instituted in Chicago to 
combat what he calls these ‘needless infant deaths’. 

1. Improved prenatal care, particularly among the women whose 
low socio-economic status contributes greatly to early deaths in 
infants of low birth-weight. Defaulters at the prenatal clinics are 
now followed up in the same way as defaulters from the venereal- 
disease clinics are, to ensure adequate care in the prevention of 
toxaemia and prematurity. 


2. Perinatal care has been improved by having adequate, com- 
prehensive regulations for all maternity units in _ hospitals. 
Dr. Bundesen instituted a thorough inventory, evaluation and 
rating system for these units, because he found that without this 
check they had failed to see that the regulations were completely 
and continuously enforced. He considers that in the past they did 
not insist strongly enough that hospitals provide constant and 
consistent optimal perinatal care for parturient women and optimal 
immediate post-natal care for their infants. He thinks that it was 
overlooked that one-third of all infant deaths occurred in the first 
3 days in premature infants of low birth-weight, and that therefore 
medical and nursing personnel should devote more time to the post- 
natal care of these infants than they were doing; and furthermore, 
that nurses should be specially trained for this work. He also 
stresses the necessity of more skilled attention being given to the 
immediate postpartum care of new-born infants, especially during 
the first 8 minutes. 

3. Every neo-natal death is completely and carefully investigated 
in order to make an accurate diagnosis and to determine whether 
any neglect in the care of the mother and infant occurred, in order 
that all personnel may learn from these cases what to do to prevent 
similar deaths in the future. 


The following tables give an indication of the trend of infant 
death rates in Cape Town over the past 4 decades and a comparison 
is made with figures from Chicago. 


Table I shows the annual infant mortality per 1,000 live births 
for 5-year periods for the last 40 years for European and non- 
Europeans in Cape Town. 


Table II shows the infant mortality per 1,000 live births of 40 
years ago and to-day, together with a comparison of the reduction 
over 4 decades in Chicago and Cape Town. 


My thanks are due to the Medical Officer of Health, Dr. E. D. 
Cooper for permission to publish this article. 


SECOND CONGRESS OF THE SOUTH AFRICAN ORTHOPAEDIC ASSOCIATION 


The Second Congress of the South African Orthopaedic Associa- 


tion was held in Cape Town on 30 November and 1 and 2 De- 
cember 1953. Twenty-two members of the Association attended, 
and centres as far apart as Johannesburg, Kimberley, Durban, 
Pretoria, East London, Port Elizabeth etc. were represented. 

The meetings were held at the University of Cape Town Medical 
School Buildings and in the Groote Schuur Hospital. Amongst 


the specially-invited guests were Prof. R. Goetz, Professor of 
Surgical Research, and Prof. M van den Ende, Professor of 
Bacteriology, of Cape Town University, both of whom presented 
interesting papers. A very full programme had been arranged 
by the Cape Town Organizing Committee; it consisted of papers, 
demonstration of clinical cases, an exhibition of interesting 
and unusual X-ray films presented by the Cape Town Radio- 


27 Maart 1954 269 
92 39 
90} 29 
= 24 
54 

43 23 

41 21 

33 21 

a 
4 

> 


270 


logical Society, a demonstration of pathological bone specimens 
by the Pathology Department of the Cape Town University, a 
Trade exhibition, and Films of orthopaedic interest. 

At the first session, which was presided over by Mr. G. T. du 
Toit, a warm welcome to Cape Town was extended to the dele- 
gates by Mr. Hamilton Bell. The second and subsequent sessions 
were presided over by Mr. J. M. Edelstein who, as the newly- 
elected President, was inducted by the Emeritus President, Mr. 
F. P. Fouche. 

Members were given an opportunity of enjoying some of the 
scenic beauty of the Cape Peninsula in attending luncheons ar- 
ranged for them at Kirstenbosch Gardens and Constantia Nek. 
Other social activities included a dinner-dance at the Vineyard 
Hotel and a sumptuous Braaivieis and informal dance on the lawns 
at the home of Mr. and Mrs. Hamilton Bell, set amidst the vine- 
yards of Constantia, which made a pleasant end to the Congress. 
The President thanked the Cape Town members for their over- 
whelming hospitality and the very excellent programme. 

The following clinical papers were presented: 

DOUBLE PLATING OF FEMUR, by Mr. I. S. de Wet 

Mr. de Wet quoted 25 cases in which double-plating for frac- 
tures of the femur had been performed as a primary method of 
treatment. One plate was placed anteriorly and the other plate 
on the lateral surface of the bone. He favoured the posterolateral 
approach and used Venable-type plates and screws. Post-opera- 
tively the limb was immobilized in a Thomas splint. Partial weight- 
bearing with crutches was then commenced. In 19 cases union 
was clinically sound at 3 months. There was excessive callus 
present in 3 cases but this did not cause trouble. Oblique trans- 
verse spiral and double fractures of the femoral shaft could all 
be treated by this method. It was not suitable for fractures within 
3 inches of the adductor tubercle. Slides of X-ray films were 
shown. 

In the discussion some members favoured protection with a 
caliper when weight-bearing was commenced. The question of 
whether the periosteum should be stripped was discussed. The 
excessive callus formed by Bantu patients as compared with 
white patients was noted. 


SHOULDER-HAND SYNDROME by Dr. M. Horwitz 


This condition was being more commonly recognized and 
is characterized by pain and stiffness of one or both shoulders, 
with stiffness of the corresponding hand. The condition is often 
self-limiting after a period of 3 months, resulting in recovery or 
permanent stiffness of the shoulder and a Dupuytren-type of 
contracture of the fingers. He described 7 cases in which 4 had 
associated cardiac infarction, | with cardiac failure and 2 without 
any cardiac involvement. Some patients had cervical osteo- 
arthritis, but he considered this as incidental and not a cause of 
Soulder-Hand Syndrome. The pathogenesis was reviewed and 
he favoured the theory of Steinbrocker that the condition was 
due to a trophic disturbance, allied to Sudek’s dystrophy and 
autonomic-system disturbance. Treatment with Stellate-ganglion 
block with or without cortisone orally was the most effective. 
Local hydrocortisone had been very disappointing. 

There was a very full discussion on this paper. The question 
was raised as to whether an E.C.G. should be done in every case, 
and whether spasmolytic drugs such as priscol were of any use. 
Some speakers considered cervical osteo-arthritis an important 
factor in causation. Others mentioned the predominance of the 
condition in nervous females whose shoulder had been immobi- 
lized for some other condition. Rest for 3 weeks of the affected 
shoulder in a sling followed by manipulation was also advocated. 
The operations for stiff shoulders were mentioned. 

Dr. Horwitz replied and made the following points: After 
cardiac infarcts, the commonest shoulder affected is the left one. 
He had not seen the nervous female type, and most of his cases 
had been males. He was unimpressed by cervical osteo-arthritis 
as being a cause of this condition. Priscol and other spasmolytics 
only relieved the coldness of the hand but not the stiffness. As 
regards taking E.C.G. readings he mentioned that in one of his 
cases the E.C.G. only became positive a few days after the onset 
of the trophic disturbance in the shoulder. 


—— — WITH SCOLIOSIS, by Mr. G. T. 
u toit 

The magnitude of this problem was stressed. The aetiological 
lassification of scoliosis was mentioned and the examination 
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of the patient was then graphically illustrated by means of slides, 
photographs, and X-ray plates. Treatment of these cases varies 
so much in different clinics that only one’s own personal experi- 
ence with the problem can make one decide which teaching to 
follow. To illustrate this, some excellent slides were shown, in 
which various methods had been employed. These included 
Risser jacket, ‘cellastic’ corsets, Murk-Jansen beds, Le Mesurier 
suspension-jackets, etc. Photographs of patients before and after 
Operative corrections were presented. Points mentioned by the 
speaker were as follows: 

Scoliosis is often severe radiologically when the patient is first 
seen by the doctor or when the curvature is first noticed by the 
parents. 

Traction is useless in correcting scoliotic deformities, because 
you require 3-point pressure. 

The operative procedure for spinal fusion after correction of 
the deformity by 3-point pressure was described. Homogenous, 
autogenous, and cancellous beef bone had been used, and as 
much bone as possible had been packed on the roughened 
laminae. 

There was a full discussion of this paper and many 
members took part. In reply to numerous questions Mr. du Toit 
stated that he did not know the answers, and very few people 
knew the answers, to most of the problems of scoliosis. He thought 
that a Scholiosis Clinic, where one group of surgeons took a 
particular interest in the subject, would lead to better assessment 
and results, and suggested that a University Clinic be established. 

In polio-scoliosis the Le Mesurier method of correction is 
good in young patients. In older children with more structural 
changes and rigid spines the Risser jacket may be necessary. 
Something in the nature of an internal splint may be the ideal 
method such as the ‘Internal jack’ recently used by Allen at Bir- 
mingham. 

Fusion of the convex side of the spine alone will not be strong 
enough. There is a very poor tensile strength in a bone graft and 
it is not able to withstand the pressure. One should fuse exten- 
sively, particularly in the dorsal spine. 

The ideal age to fuse a spine is 12 to 14 years. If the deformity 
is rapidly progressing, it should be done at an earlier age, especi- 
ally if the curve is kyphotic as well as scoliotic. 

Braces and corsets do not prevent the progress of a scoliosis, 
because the pressure falls largely on the ribs, which are elastic 
structures. 


VASCULAR CHANGES IN POLIOMYELITIS AND THE 
EFFECT OF SYMPATHECTOMY ON BONE GROWTH, 
by Prof. R. J. Goetz 

This problem has been investigated in the Surgical department 
at Cape Town and the results of the experiments were ably illus- 
trated by slides. Reflex heating and sweating-tests indicated that 
there was involvement of the sympathetic system in poliomyelitis. 
There were specific indications for sympathectomy in cases of 
poliomyelitis suffering from coldness and shortening of limbs. 

They were enunciated as follows: 

1. The paralysis of muscles must not be too extensive. 

2. Shortening of the limb must not be too great. 

3. The age of the patient is important. 

4. The type of vascular interference present must be amenable 
to sympathectomy. 

5. The greatest benefit will be obtained in young children 
with up to one inch of shortening and who have enough remaining 
muscle function to prevent post-operative oedema. 

In thanking Professor Goetz for his interesting paper Mr. 
Edelstein stated that the reason why sympathectomy to increase 
length had failed in the past in clinical cases was that the shorten- 
ing was due to atrophy of muscle and disuse of the limbs, and 
that this could not be influenced by sympathectomy. 


NERVE SUTURE AND CROSS-GRAFTING USING 
POLYTHENE TUBES, by Mr. T. Sarkin 


In ordinary nerve-suture success may be jeopardized by the fact 
that the axons grow out of the perineurium through the holes at 
the suture line. 

In plasma-union of nerves the nerve-ends were usually separated. 
This method is only useful for cable grafts. An attempt was 
therefore made to appose the nerves more satisfactorily, and the 
speaker gave a graphic description of the methods used by him 
on the peroneal nerve of rabbits. He first employed gelatin troughs 


. 


27 Maart 1954 


and heparinized plasma to hold the cut ends of the nerve together 
but later used polythene plastic material. It is a firm pliable 
substance, easily modelled by heating and easily fused together. 
By means of slides he illustrated the ingenious platform and 
sliding tubes of polythene which he finally evolved to cover the 
cut ends of the nerve, allowing them to approximate with almost 
anatomical exactitude. 

The results of his experiments on the cut peroneal nerves of 
rabbits were very successful, as proved by tests of clinical function, 
electrical stimulation and microscopic and macroscopic examina- 
tion. 


MACRO-RADIOGRAPHY AS APPLIED TO ORTHOPAEDIC 
PROBLEMS, by Dr. E. Samuel 

The speaker showed some remarkable X-rays of various bones 
and joints, which had been taken by means of the new high-voltage 
technique known as macro-radiography. This method enlarges 
the bone on the X-ray picture but not the grain on the X-ray film. 
Nine-times magnification of the wrist-joint and 7-times magnifica- 
tion of the sella turcica in the skull were demonstrated. This 
method can be applied to any bone in the body and numerous 
X-rays illustrating this were shown. It is an important aid from a 
diagnostic and medico-legal aspect. The method is not expensive 
and the X-ray dosage received by the patient is minimal. 


RECENT DEVELOPMENTS IN THE STUDY OF VIRUS 
DISEASES, by Prof. M. van den Ende 

Two important aspects in the recent study of virus diseases 

were mentioned. 
(a) Tissue-culture developments. 
(b) Genetics associated with virus cultivation. 

Modern methods for testing the presence, the virulence, and the 
pathogenicity of different influenza viruses were explained. These 
methods could also be applied to other human infecting viruses. 
These experiments indicated the possibility of producing vaccine- 
strains in the near future, which will be non-pathogenic to man, 
and of developing methods to combat the pathogenicity of these 
viruses. 


AN — OF HIP ARTHROPLASTY, by Mr. R.C. J. 
i 


The speaker was of the opinion that the methods of hip arthro- 
plasty had not yet been perfected. The late results of vitallium 
or acrylic head-and-cup operations were not as good as they 


appear to be soon after the operation. However, the operation 
should not be condemned. The relief of pain obtained in older 
patients was often surprisingly good. In the younger age-group 
where improvement in hip-function is strived for, the results were 
not so satisfactory. He attributed this to the fact that the cups and 
heads used as replacement prosthesis were mechanically inefficient. 
It was common on inspecting an acrylic prothesis after 6 or 9 
months to find a type of funnelling or hollowing out of the upper 
part of the neck of the femur. This resulted in laxity of the fit of the 
prosthesis and caused eccentric movement of the head in the 
acetabulum. Because of this abnormal movement fractures some- 
times occurred in the stem at its junction with the head. 

With vitallium cups the rim of the cup often hitched up in the 
acetabulum at one particular spot, resulting in areas of exposed 
bone and causing pain. On the whole he felt that the vitallium-head 
type of prosthesis was less liable to complications than either the 
vitallium cup or acrylic head. 

He was of the opinion that a prosthesis which could be fixed 
more firmly in the femoral shaft, with a firm head and neck which 
rotated concentrically in the acetabulum, would be more 
satisfactory. 

He discussed the technique of the operation and advised against 
osteotomy of the greater trochanter, as the bone was usually soft 
and also it was difficult to retain it securely in position afterwards. 

As indication for arthroplasty he advised the operation preferably 
in older people with bilateral damage of the hips, if the object 
was to relieve pain only and not improve function. Fat people 
and those with circulatory disturbances should not have the 
operation. In the young person an arthrodesis of the hip is 
preferred. 

There was a full discussion on this very topical paper. Mr. Bell 
said he employed acrylic heads in old people, particularly those 
with recent sub-capital fractures of the femoral neck. An arthrodesis 
of the hip is much better in young people but a cup arthroplasty 
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should also be considered, for if it fails an arthrodesis can still be 
performed later. He felt that the type of concentric cup arthroplasty 
as recently described by J. C. Adams would prove more successful. 

Mr. Helfet thought that although arthroplasty was done too 
enthusiastically at first, there was no need to become too gloomy 
about it now. In his opinion the poor results could be ascribed to 
poor operative technique, incorrect placement of the stem in the 
neck, poor reaming of the acetabulum and inadequate post- 
Operative care. For the relief of pain only, a Batchelor excision 
of femoral head and neck was still a very good operation. An 
arthroplasty however gave more stability of the hip. 

Mr. G. T. du Toit suggested that a questionnaire should be 
circulated to members in an attempt to assess the results of hip 
arthroplasty. 

A Girdlestone pseudo-arthrosis could be done if an arthroplasty 
operation had failed. It was also useful as a primary operation in 
ankylosing spondylitis. 


Mr. J. G. du Toit stated that he treated all sub-capital fractures 
of the femoral neck by immediate insertion of an acrylic head. He 
used the lateral approach and did not remove the greater trochanter, 
but shortened the gluteus medius at the end of the operation to 
obtain better stability of the hip. He employed a guide-wire and 
Henderson drill over the guide-wire to place the stem of the pros- 
thesis more accurately. 

Mr. Commerell felt that patients should not be allowed to take 
weight on the leg too soon after operation as the tensile strength 
of the neck was still poor and it was liable to collapse. 

Mr. A. D. Polonsky considered that bone cement packed into 
the hole reamed for the stem of the prosthesis would prevent laxity 
and abnormal movement of the stem. Moreover, the neck should 
be reamed more superiorly so that the compact bone in the inferior 
surface of the neck is preserved. 


ANTERIOR SPINAL FUSION FOR SPONDYLOLISTHESIS, 
y Mr. J. G. du Toit 


The study of lumbosacral columns and the spines of numerous 
foetal specimens seems to indicate that spondylolisthesis is not of 
congenital origin. The speaker favoured trauma as the principal 
factor in the pathogenesis of the condition. After describing the 
symptoms and signs which accompany spondyloiisthesis, the author 
discussed the treatment. He felt that even young persons should be 
operated upon, because the condition is often progressive and the 
operation is less successful when slipping is pronounced and root- 
compression symptoms are present. 

The operation of anterior vertebral-body fusion through an 
abdominal approach was then described in detail. Five cases on 
which this had been performed were relieved of their symptoms. 
One case suffered from post-operative paralytic ileus but recovered. 
If there are associated nerve-root-compression symptoms this 
operation is not advisable. 


INTERVERTEBRAL BODY FUSION FOR SPONDYLOLIS- 
THESIS VIA THE POSTERIOR ROUTE, by Mr. G. F. 
Dommisse 


Mr. Dommisse mentioned the work of James and Nesbitt in 
Australia, and R. Cloward in Honolulu, who also advised this 
method of spinal fusion. Fusion of the vertebral bodies is a bone- 
graft under compression and much more liable to be successful 
than posterior interlaminar fusion, which is a bone-graft in tension. 
The operation consists of removing the loose laminar portion 
posteriorly, cutting away the prominent postero-superior angle of 
the Ist sacral vertebra, curetting the disc, and creating raw bony 
surfaces in the adjacent vertebral bodies of the lumbosacral joint. 
Bone-grafts are then inserted between these two vertebral bodies. 
He has performed this operation on 13 cases with 10 very good 
results. Two cases were too recent to assess accurately. 

There was a full discussion on these two papers and varying 
opinions were expressed on the true etiology of spondylolisthesis 
The difficulty of dealing with these cases in Workmen’s Compen- 
sation injuries and the acceptance of disability for them by the 
Commissioner were mentioned. 

Other speakers spoke of their success in such cases by merely 
removing the loose posterior laminar portion. Mr. Dommisse 
advised that this be performed only in patients over 60 years of 
age, as further slipping of the vertebrae with increase in symptoms 
might still occur. 
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SOME INTERESTING AND UNUSUAL DISC PROBLEMS, 
by Mr. R. P. Lancaster 

The speaker believed that all cases diagnosed as ‘prolapsed 
discs’ should first receive conservative treatment. Only 30% of 
his cases necessitated laminectomy because of failure of conserva- 
tive treatment. Of the cases operated upon only 10% were not 
improved. He described a case of chemical arachnoiditis following 
myelography and showed some interesting X-rays. 


OSTEOCHONDRITIS DISSECANS WITH SPONTANEOUS 
RESOLUTION, by Mr. J. J. Edelstein 


The speaker quoted the literature on osteochondritis dissecans 
and mentioned the difficulty that arises in prescribing treatment for 
those cases in which the osteochondritic fragment had not yet 
separated from its bed in the articular surface. This applied particu- 
larly to children under 14 years of age. He quoted interesting cases 
illustrated by X-ray films in which he had observed spontaneous 
resolution without any treatment. In 5 cases with spontaneous 
resolution the time taken varied from 9 months to 27 months. In 
a 6th case the X-rays were normal after a period of only 2 months. 
He felt that in children under 14 years immobilization was un- 
necessary. He had not seen or heard of cases in the older age- 
group or in adults which had resolved spontaneously. 

In the discussion Mr. Fouche mentioned that he usually 
operated on these cases by drilling around the fragment. He was 
very interested to hear that patients could be cured by conservative 
treatment. 

Mr. J. G. du Toit stated that he treated 2 cases with knee involve- 
ment by putting them in plaster with the knee flexed 30° for 6 
months and allowing them to take weight during that time. 


DOMICILIARY TREATMENT OF TUBERCULOUS BONE 
AND JOINT, by Mr. J. J. Commerell 

The speaker gave a most interesting and stimulating report on 
the methods employed in the Cape Town area for treating cases 
of Tuberculosis of the spine and lower limbs in their homes. 
Because of the inadequate accommodation available in hospitals 
a system of extra-mural clinics was started in 1948 and these were 
held once a month in different areas, and visited by a team consisting 
of orthopaedic surgeon, orthopaedic sister, a clerk, and an 
appliance-maker. 

Since 1950 many of the cases seen at these clinics instead of being 
referred to hospitals have been treated in their own homes on spinal 
frames and in Thomas splints. If the home conditions were in any 
way suitable the patient was measured for the appliance and the 
appliance was delivered; the orthopaedic sister visited the patient 
as often as she considered necessary. The district sister called to 
give all necessary intramuscular injections, and the family or 
parents of the patient were instructed in the administration of 
P.A.S. or ‘rimifon’ tablets. 

The patient was thus in his own home environment. The 
psychological attitude of the parents changed from one of despair 
to hope and active interest. These were important factors and 
seemed to assist the patients to be restored to health more rapidly 
than when they were admitted to institutions. 

Mr. Commerell stated that 112 non-European cases had so far 
been treated in this manner, 90 on spinal frames and 22 in Thomas 
splints (11 cases were already ambulant in braces). 


a ON A RECENT VISIT TO EUROPE, by Mr. R.C. J. 
i 


Mr. Hill confined his remarks to a recent visit to Austria and 
was surprised at the rapid re-organization of hospitals and rehabili- 
tation centres in that country since the last war. 


CLINICAL DEMONSTRATIONS 


In addition to the papers read a demonstration of cases was given 
by the Cape Town members at the Groote Schuur Hospital. 
Mr. H. Bell showed: 

1. Four cases of leg-equalization by removing a cylindrical 
portion of bone from the femur of the longer leg and inserting the 
whole or portion of it into the femur of the short leg and retaining 
it in position by means of an intramedullary Kuntscher nail. The 
main difficulty in the operation is to distract the cut fragments of 
the short leg to enable the cylindrical portion to be threaded on 
the Kuntscher nail. There is usually some delay in union of the 
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bone-graft. The shortened femur takes 3 or 4 months to unite 
whilst the lengthened femur united in 9 or 10 months. In one case 
both the femur and tibia had been lengthened and 4 inches of leg- 
shortening had been overcome. 

2. Two cases of hip arthrodesis by the Charnley method. Spring 
bolts and screws were not employed. A good fit between the femoral 
neck and the pelvis is more important. A plaster spica was applied 
for 6 weeks and the patients were then allowed to walk. In the 
discussion Mr. G. T. du Toit mentioned that the patients can 
usually be allowed out of bed 5 days after the operation, wearing a 
short spica. He considered this operation a great advance in 
orthopaedic surgery. 

3. A case of spondylolisthesis in which he had grafted the laminae 
and spinous processes from 3rd lumbar vertebra to the Ist sacral 
vertebra using a free iliac graft and screws. 

4. Two cases of reconstruction of the acetabular lip in pathologi- 
cal dislocation of the hip subsequent to pyogenic arthritis. A 
portion of ilium had been turned down and massive grafts from the 
bone bank had been packed above this. 


Mr. A. J. Helfet showed: 


1. A case of pain under the head of the Ist metatarsal following 
injury. These cases are often diagnosed as injury to one of the 
sesamoid bones under the Ist metatarsal head. Whilst operating 
through a plantar incision in order to remove the sesamoid he 
noticed a branch of the medial plantar nerve crossing the sesamoid 
and adherent to the tendon-sheath of the flexor hallucis. Instead 
of removing the sesamoid he merely freed the nerve from the tendon- 
sheath and also divided the tendon-sheath. The patient was 
completely relieved of his symptoms. Prior to operation there had 
been some analgaesia over the medial side of the great toe. He had 
done this operation on two cases with complete alleviation of 
symptoms. 

2. Five cases of different types of hip joint deformities which 
had been corrected by various hip-reconstruction operations, 
illustrating the use of a vitallium cup, a vitallium head, an acrylic 
head, a Collison hip-prothesis and a Batchelor operation. The 
results were extraordinarily satisfactory. Gross flexion and 
adduction deformities were corrected in some of these cases and 
leg-length and leg-movement had been improved. 

3. A ‘lively hip-spring’ for people with flail hips due to polio- 
myelitis. This spring had been devised in Cape Town and gives 
these patients a much more stable gait. It is really a substitute for 
a paralysed psoas muscle. When the patient extends the spine the 
spring winds up automatically and when the flail leg is raised off 
the floor by the trunk muscles the spring unwinds and flexes the hip. 

4. A case in which the humerus had been replaced by a vitallium 
prosthesis. 

5. Cases and X-rays of patients in which he had treated non- 
union of the carpal scaphoid by inter-carpal arthrodesis, i.e. fusing 
the ununited fragments of the scaphoid to the capitate and lunate. 
He occasionally excised the tip of the radial styloid as well. 

6. A case of unstable knee-joint due to ruptured cruciate liga- 
ments, in which he had cured the instability by transplanting the 
infra-patellar ligament insertion more medially on the tibia. After 
the operation, when the quadriceps contracts it locks the knee 
more firmly in extension. 

7. A case of spinal fusion for spondylolisthesis using an H-graft 
and cancellous chips. Mr. Helfet was of the opinion that when 
doing a posterior fusion of the lamina and spinous process, one 
actually performs a posterior bone-block on the lumbosacral joint, 
preventing any further hyperextension of this joint and therefore 
preventing any further forward-shifting of the upper vertebral 
bodies. 


Mr. J. J. Commerell showed: 


1. Repair of the ruptured lateral ligament of an ankle-joint, 
using the extensor tendon of the 4th toe as a free graft. It was 
threaded in a circular manner through the neck of the talus, the 
fibula and the os calcis and sutured to itself. The antero-lateral 
capsule of the ankle-joint was also ‘waistcoated’ or overlapped. 

2. A case with severe laceration of the leg. in which the tibialis- 
anterior tendon was grossly destroyed. A free-graft of all the 4 
toe-extensor tendons bunched together was laced into the defect of 
the tibialis-anterior tendon with a very good result. 

3. A case with paralysis of the tibialis-anterior tendon which 
had been treated by transplantation of the extensor-hallucis-longus 
tendon. 

4. A case of resistant club-foot in which all the soft tissues on 
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the posterior, lateral and medial side of the ankle and talo-calcaneal 
joint had been excised and the foot manipulated into a better 
position. In the discussion Mr. Fouche mentioned that Trethowan 
had often done this operation but invariably divided the tendo 
achillis as well. Despite this wide exposure it was often impossible 
to restore the talus into the ankle-joint mortice. 

Mr. N. Rosenzweig showed: 

1. A case of chondro-osteo-dystrophy in a baby. 

2. A case of traumatic separation of the upper humeral epiphysis 
that had resulted from a forced external-rotation injury, which he 
reduced by internal rotation of the arm. 

3. Several cases treated as out-patients at the Cape Town 
Free Dispensary and who were allowed to go home on the day of 
the operation: e.g., 

(a) Open reduction of a displaced upper radial epiphysis. 

(b) Cyst of upper end of tibia curetted. 

(c) Lengthening of tendo achillis. 

(d) Treatment of tuberculosis of the spine by aspiration of 
abscess, wearing of a spinal brace, and the patient’s continuing 
with his work whilst taking P.A.S. and ‘rimifon’ tablets by mouth 
and reporting as an out-patient for his streptomycin injections. 


Mr. S. Shulman showed: 


1. A case of congenital shortening of the femur and dislocation 
of the hip of the same leg in a baby aged 8 months. The question 
of treatment was discussed. 

2. A swollen hand with fractured metacarpals treated by hyalase 

i njection to reduce the swelling. 

3. A case of thumb reconstruction, using a tube-pedicle graft 
and a piece of the 11th rib, with an excellent result. 

4. A case of traumatic displacement of the upper tibial epiphysis 
with spasm of the popliteal vessels. Despite proper and early 
reduction of the fracture, exposure and decompressing of the 
popliteal vessels, lumbar block and blood transfusions the spasm 
could not be relieved, and thrombosis occurred, followed by 
gangrene. 


Mr. T.B. McMurray showed several cases and a numberof X-rays 
to illustrate the method of treatment of fractures with the Rush 
intramedallary nail. Most of the leg cases could walk comfortably 
in a caliper after 2 or 3 weeks. An important point made was that 
the Rush nails must be inserted soon after the fracture occurs, 
because the blunt point of this type of nail cannot penetrate the 
fracture site if callus has already appeared. Moreover, the bone 
is soft and is liable to be fragmented by the blunt point of the nail 
if the fracture is left for a few days. 


Fi_ms 


The following films were shown during the Congress: 
1. Mr. Streng: ‘Dextraven in Shock’. 


MEDICAL ASSOCIATION OF SOUTH AFRICA 


OFFICIAL ANNOUNCEMENT: FEDERAL COUNCIL 


Notice is hereby given that a meeting of the Federal Council will 
be held at Medical House, 5 Esselen Street, Johannesburg, on 
29-30 April and 1 May 1954, at 9 a.m. 


Agenda 


. Notice convening the meeting. 

. Proxies. 

. Minutes of previous meeting (circulated). 

Matters arising out of the minutes. 

. Financial statement by the Honorary Treasurer. 
Report of the Executive Committee. 

. Reports of other Committees. 

. Reports deferred from the previous meeting. 

. Notices of motion transferred from the previous meeting. 
. New notices of motion. 

. Other business. 


1 


Medical House 
35 Wale Street 
Cape Town 

28 January 1954 


A. H. Tonkin 


Secretary 
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2. Mr. S. Sacks: ‘Hydrocortone Intra-articular Injections’. 
3. Mr. J. G. du Toit: ‘Operative Repair of Posterior Dislocation 
the Shoulder’. 

4. Mr. T. B. McMurray: ‘A new Operation for Arthrodesis 
of T.B. Hip-joints’. 


TRADE EXHIBITION 


Orthopaedic Surgeons appreciated the trade exhibition arranged 
for them. 

Mr. Hodges presented the new suction-socket and two amputees 
were kind enough to demonstrate the various prostheses and 
appliances. 
_A number of spinal braces and other appliances evolved in 
Cape Town were displayed and the workmanship was of a high 
order. 

Thackrays had a full range of the latest orthopaedic surgical 
instruments on view. 


PATHOLOGICAL AND X-RAY EXHIBITS 


Demonstrations of pathological bone specimens were kindly 
arranged by Prof. J. G. Thomson and Dr. G. Selzer of the Cape 
Town University Pathology Department, and an interesting series 
of X-rays in the form of a ‘quiz’ was presented by the Cape Town 
Radiological Society. 


BUSINESS PROCEEDINGS 


The Annual General Meeting of the South African Orthopaedic 
Association was held on 30 November. 

The following office-bearers were elected for the next 2 years: 
President Mr. J. M. Edelstein. Secretary Mr. S. Sacks. Treasurer 
Mr. W. T. Ross. Executive Committee: Messrs G. T. du Toit 
(as past president), C. T. Moller, J. G. du Toit, A. D. Smit. 

Reports. The following reports were presented: Annual Presi- 
dential report (Mr. G. T. du Toit), Secretary-Treasurer’s report 
(Mr. W. T. Ross), Report from Natal Branch (Mr. R. C. J. Hill), 
and Report from Cape Town Branch (Mr. H. Bell). 

S.A.R. & H. Orthopaedic Services. This was fully discussed and 
the Executive Committee was asked to continue negotiations, 
because the recent offer made by the S.A. Railways was unaccept- 
able. 

South African Medical Congress, Port Elizabeth. Mr. H. L. 
Maister was elected Chairman and Mr. R. Lancaster vice-Chairman 
of the Section of Orthopaedics. 

Editorial Board (J. Bone Jt. Surg.). Mr. A. J. Helfet was 
nominated to the Editorial Board for the next 4 years. 

Other Business. It was suggested that the next Clinical Congress 
of the South African Orthopaedic Association take place in Pretoria 
in 2 years’ time. 


: MEDIESE VERENIGING VAN SUID-AFRIKA 


AMPTELIKE AANKONDIGING: FEDERALE RAAD 


Kennis geskied hiermee dat ’n vergadering van die Federale Raad 
gehou sal word op 29-30 Aprilen 1 Mei 1954, 0m 9 vm., by Mediese 
Huis, Esselenstraat 5, Johannesburg. 


Agenda 


. Kennisgewing van vergadering. 
. Volmagte. 
Notule van vorige vergadering (reeds uitgestuur). 
Sake vermeld in die notule. 
. Geldelike verslag deur die Ere-Tesourier. 
. Verslag van die Uitvoerende Komitee. 
. Verslae van ander Komitees. 
. Verslae uitgestel van die vorige vergadering. 
. Kennisgewings van voorstelle oorgedra van die vorige 
vergadering. 
10. Nuwe kennisgewings van voorstelle. 
11. Ander besigheid. 


A. H. Tonkin 
Mediese Huis Sekretaris 
Waalstraat 35 
Kaapstad 


28 Januarie 1954 
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ASSOCIATION NEWS : VERENIGINGSNUUS 


ANNUAL MEETING OF THE R.M.O. GROUP 


At the Annual General Meeting of the Railway Medical Officer’s 
Group held in Cape Town on 10 October 1953 Dr. M. Cohen, 
Hon. Secretary-Treasurer, read his report for the year ended 
September 1953 as follows: 

In presenting to you the Secretary’s Annual Report, I am 
conscious of my shortcomings and beg you to bear with me, seeing 
that I accepted the office of Secretary-Treasurer in an acting capa- 
city at short notice, following the resignation of Dr. Cairncross, 
who has been our Hon. Secretary-Treasurer for so many years. 

I would remind members that the following items were decided 
upon at our last Annual General Meeting, held on the 25 September 
1952 at Johannesburg, to be the basis of our representations to the 
Sick Fund: 

1. Workmen's Compensation Act. That it be treated as a matter 
of urgency that the Administration reconsider their attitude to the 
Motor Vehicle Act and Workmen’s Compensation Act cases, both 
European and Native. 

2. Decentralization. That this meeting recommends that the 
percentage reduction in decentralized areas for surgeons, gynaecolo- 
gists and anaesthetists is excessive and should be reduced. 

3. Specialists. That the Sick Fund increase the capitation fee 
for (a) Paediatricians, (6) psychiatrists, (c) dermatologists and 
(d) radio-therapeutists. 

4. That specialists be granted a reasonable annual rental for 
supplying consulting rooms and facilities for Sick Fund 
beneficiaries. 

5. Drugs. That in view of our desire to co-operate with the 
Sick Fund in reducing expenditure on medicines, we feel that until 
the prescriptions prescribed by private doctors be not dispensed, 
or in any way passed, only then will we be able to do so. 

6. (a) That Priority No. 1 be increase of capitation fee for 
dermatologists (1s. to 1/6), paediatricians (1s. to 1/9), psychiatrists 
(is. to 2/6). 

(b) That Priority No. 2 be increase of capitation fee for R.M.O.’s 
to 18s., irrespective of whether they do surgery in decentralized 
areas or not. 

(c) That Priority No. 3 be that the proposed reductions of 334°% 
for surgeons, gynaecologists and anaesthetists, and 20°, for ear, 
nose and throat surgeons, are excessive, and that the Sick Fund 
be requested to reduce these proposed reductions substantially 
when decentralization comes into force on 1 April 1953. 


SICK FUND DECISIONS 


In connection with the Group’s representations, the following 
decisions of the Ex. Co. of the Sick Fund were conveyed to the 
Group by the General Secretary of the Sick Fund: 

1. That the request for increased remuneration for dermatolo- 
gists, paediatricians, neuro-psychiatrists and radiologists (thera- 
peutic) be referred to the Investigation Officer (Research and Special 
Duties), for report to the Ex. Co. of the Sick Fund with recom- 
mendations. 

2. That the request for an increase in the capitation rate for all 
R.M.O.s, whether they do surgery or not, cannot be considered in 
view of the present financial position of the Sick Fund. 

3. That the request for a smaller percentage reduction in capita- 
tion rates applicable to those specialities affected by the decentrali- 
zation of surgical work will be reviewed in 12 months’ time after 
the trial period of decentralization of surgical work has elapsed. 

4. That the decision of the General Manager in connection with 
the request that R.M.O.s be permitted to charge insurance com- 
panies fees for Workmen’s Compensation Act cases which fall 
within the provisions of the Motor Vehicle Insurance Act be 
communicated to the R.M.O. Group. This decision of the General 
Manager amounted to a refusal to accede to our request. 

5. That in connection with the request that prescriptions issued 
by private doctors be not dispensed, the decision of the Ex. Co. of 
the Central Board is as follows: ‘In regard to the recommendations 
contained in the Report of the Standing Committee on Drugs and 
Medicines, it was decided that the benefit of having prescriptions 
issued by private doctors dispensed at departmental dispensaries 


be limited, in the case of prescriptions issued by private doctors of 


own choice, to the supply of the official drugs of the British Pharma- 
copoeia and British Pharmaceutical Codex only.’ 

6. That the request that salaried specialists be paid a consulting- 
room allowance be declined. 

7. We also raised, in June this year, the question of certain 
miscellaneous fees paid by the Administration, such as for Wasser- 
man tests, assessing age of non-Europeans, etc. Some of these fees 
are now on a lower scale than previously. Our representations 
in connection with these various items were declined. 

8. Radiologists. (Minutes of Sick Fund Ex. Co. 13 May 1953, 
page 12). As regards the Group’s request that salaried radiologists 
be placed on the same scale of remuneration as that applicable to 
the Cape Town appointment, with operative effect from 1 April 
1953, the Sick Fund has approved our request. 

The scale of remuneration applicable to the Cape Town appoint- 
ment, which was agreed upon between the Sick Fund Ex. Co. and 
the S.A. Radiological Society, and which will therefore, with 
effect from 1 April 1953, be applicable to all salaried radiologists’ 
appointments, is as follows: 


CAPITATION BASIS 


Basic capitation based Additional capitation in respect of — Total 
on number of members plant, rental, staff, material, etc., per 

as at Annual Census in respect of X-ray examinations member 
undertaken per 1,000 members per per 

annum annum 


3/— per member up to 200 p.a. 6/6 
3/9 per member from 201 to 250 p.a. 7/3 
4/6 per member from 25! to 300 p.a. 8/- 
5/3 per member over 300 p.a. 8/9 


In addition, a scale of fees is laid down to be charged by a 
salaried radiologist in respect of X-ray examinations of members 
of the Sick Fund from other Sick Fund districts. 

Increased Remuneration for Workshop Surgeries. It was decided 
to refer our request to the Investigation Officer for investigation 
and report with recommendations for consideration of the Sick 
Fund Ex. Co. 


3/6 per member p.a. 


MINISTERIAL APPROVAL 


On 24 July 1953 I was advised that Ministerial approval had been 
received to the following recommendations of the Investigation 
Officer’s report in regard to workshop allowances: 

1. That the following table be applied in arriving at the workshop 
allowances which should be paid at the various centres: 


AVERAGE TIME SPENT CONSULTING AT A PARTICULAR DEPOT AND 
ALLOWANCES PER ANNUM 


Up to 
hour 


No. of visits 
per week 


over 
hour 
£40 
£80 
£120 
£160 £200 £240 
£200 £250 £300 


2. That as there is no difference between the duties carried out 
by an R.M.O. who receives a consulting allowance and one who 
receives a workshop allowance, the basis recommended for calcu- 
lating allowances be applied to consulting allowances with effect 
from the same date, i.e. 1 April 1953. 

3. That in view of the confusion which has arisen in some districts 
as a result of styling some allowances ‘consulting allowances’ and 
others ‘workshop allowances’, it is recommended that in future, 
both consulting and workshop allowances be known as ‘special 
allowances’, described as follows: (a) Special allowance for attend- 
ing to members on duty at Mechanical Workshops (Durban), 
(b) Special allowance for attending to members on duty at Loco 
Depot (Sydenham), (c) Special allowance for attending to members 
on duty at Braamfontein, etc. 


14 hours 
£60 
£120 
£180 


1 hour 
£50 
£100 
£150 
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1 £30 
2 £60 
3 £90 
4 £120 q 

5 £150 

+ 
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As a result of the foregoing, there follows a list of increases in 
allowances at various consulting centres in the Union. 


Finally, as a result of the common basis approved for calculating 
both consulting and workshop allowances, known as ‘special 
allowances’, with effect from 1 April 1953, certain reductions wil! 
be effected from the date mentioned, in allowances paid during 
1952/1953, termed ‘consulting allowances’. 


This, therefore, concludes the survey of the Groups’ representa- 


tions to the Sick Fund during the year under review—what we have 
succeeded in achieving and what we have failed to achieve. 


OTHER BUSINESS 


R.M.O. Group Election Results for 1952-1953: 
Chairman: Dr. L. O. Vercueil (unopposed). 

Vice-Chairman: Dr. H. Grant-Whyte. 

Secretary-Treasurer: Dr. C. Cairncross (unopposed). 


BRANCH GROUP ELECTION RISULTS FOR 1953-1954 


Committee 
Branch Representative Secretary Member 
1. Cape Western Dr. W. Steenkamp Dr. A. Gordon Dr. J. R. E. Lee 
2. Cape Midlands _ J. C. Rabie Dr. F. E. Wynne Dr. M. Woolridge 
3. Cape Eastern r. L. Jaffit Dr. F. K. Gutsche Dr. J. Cunard 
4. Cape Northern Dr. N. Kretzmar Dr. J. H. Kretzmar _ 
5. Natal Dr. H. Grant-Whyte Dr. M. S. Miller Dr. C. Weinberg 
6. Orange Free State Dr. W. Herberg Dr. Trichard Dr. Thompson 
7. Western Transvaal Dr. E. W. Turton Dr. M. Cohen Dr. H. Penn 
8. Eastern Transvaal Dr. E. Schwartz Dr. C. H. Coetzee Dr. D. J. de Villiers 
9. South West Africa Dr. F. J. Marais — _ 


I wish to draw the attention of Branch Representatives and 
Secretaries to the fact that elections of office bearers of Branches 
are to be held not later than one month prior to the Annual General 
Meeting of the Group. 


Correspondence. Minutes of the last Annual General Meeting 
were posted to all members and published in the South African 
Medical Journal. 


Membership. Membership of the Group has remained more or 
less the same during the year under review. There were fifteen new 
members and eleven members resigned, mostly through relinquish- 
ing their appointments on reaching retiring age. It is my intention 
to inaugurate a special campaign for new members, with the assist- 
ance of Group Secretaries, during the coming year. 

For the information of members, the following is the number of 
R.M.O.s in the various Systems: 


R.M.O.s Specialists 
Cape Western 64 12 
Cape Northern 33 2 
Cape Midlands 36 6 
Cape Eastern 35 5 
Orange Free State 54 5 


At a Clinical Meeting of the Cape Midland Branch of the Medical 
Association of South Africa held on 4 February 1954 at the 
Provincial Hospital, Port Elizabeth, with Dr. Duncan Ferguson 
in the Chair, the following cases were shown: 

Syringomyelia: A case in a young woman with unilateral 
distribution, where the typical sensory disturbances were present, 
was demonstrated by Dr. P. Jabkovitz. 

Palmar Skin-Graft: A case on which a pedicle graft was used 
was demonstrated by Mr. J. M. Hoffman. 
sensation in the grafted area was demonstrated. 

Plastic Reconstruction of Urethra: A case that was beyond all 
other treatment was demonstrated by Mr. F. H. Counihan, who 
first converted his case into a hypospadias. The result proved very 
satisfactory. 


ABSTRACT 


Robert, J. F. (1952): The Treatment of Herpes Zoster with Dihydro- 
ergotamine (DHE 45). Thesis, Bordeaux. 
A report is given on 16 cases of herpes zoster and 5 cases of post- 
herpetic pain treated with Dihydroergotamine. In all the 16 fresh 
cases the pain was relieved and the vesicles dried up rapidly without 
secondary infection. These patients received an intramuscular or 
subcutaneous injection of 0.5-1 mg. Dihydroergotamine every day 
or every other day up to a total of 4 to 6 injections. 

In 4 out of the 5 cases of post-herpetic pain, a dosage of 10 to 
30 drops (1-3 mg.) Dihydroergotamine 3 times daily proved 


CLINICAL MEETING OF THE CAPE MIDLAND BRANCH 


Striking recovery of 


: UITTREKSEL 


R.M.O.s Specialists 
Natal 56 10 
Western Transvaal 67 Il 
Eastern Transvaal 43 7 
South West Africa 22 2 
410 60 


Financial Statement. Certified audited copies of the Financial 
Statement will be supplied for perusal. You will notice that the 
financial position of the Group is on a sound basis, there being a 
credit balance of £1,075 at the bank. As no meetings of the Ex. Co. 
of the Group were held since the last one in September 1952 the 
Group incurred less expense this year than usual. Members have 
on the whole paid up their subscriptions satisfactorily, although 
there are quite a considerable number of members who are in 
arrears for 3 and more years. 


In conclusion, 1 wish to thank our Chairman and all office-bearers 
and members for their assistance and co-operation during the past 
year. 


Amoebic Abscess of Liver: A case was demonstrated by Dr. V. 
Solomon, who discussed its modern therapy. 

Oesophageal Ulcer with Hiatus Hernia and Cholelithiasis: This 
case was presented by Mr. J. M. Hoffman, who discussed the pro- 
posed operative treatment. 

Infective Hepatitis Complicating Pregnancy: 
by Dr. James Miller. 

Cornual Ectopic Pregnancy: 
Miller. 

Hydatid Cyst involving Uterus and Fallopian Tubes: 
specimen demonstrated by Dr. G. Maizels. 

Double Uterus and Single Kidney: Case demonstrated by 
Dr. G. Maizels. 

Vitallium Spheres used to Replace a Fractured Scaphoid: 
demonstrated by Mr. H. I. Maister. 


Case demonstrated 
Case demonstrated by Dr. James 


An operation 


Case 


effective; in one very long-standing case no improvement was 
obtained. Commenting on his results, the author states: ‘In several 
cases refractory to aureomycin, antihistamines, etc. Dihydroergota- 
mine had a spectacular effect, both on the herpes itself and on the 
post-herpetic pain’. 

The author discussing the possible mode of action considers it 
probable that the sympathicolytic action results in peripheral 
vasodilatation and an increase in the blood supply to the skin; 
the nutrition of the skin is thus improved and abnormal metabolites 
are absorbed. A direct action on the herpes virus is unlikely in view 
of the small dosage employed. 
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PAUL EHRLICH AND EMIL 


MEDICAL JOURNAL 


VON BEHRING 


27 March 1954 


1854—1917 


1854—1915; 


H. W. SNYMAN, M.D. Grown. 


March this year sees the centenary of the birth of Paul Ehrlich on 
14 March near Breslau and of Emil von Behring on 15 March in 
West Prussia. This contemporaneous association repeated itself 
in later life when they were assistants together in Berlin and again 
in their epoch- making discoveries. 

Both these men, endowed as they were with the flair for research, 
were yet during their early years prevented by the conditions of 
their time from becoming scientists purely for the sake of science. 


Both widely divergent personalities, however, ultimately found 
their highest expression in the creation and institution of new and 
fundamental methods of treatment. 

It is impossible in this short review to do justice to the importance 
of these famous medical men. 

Ehrlich, small and frail of stature, devoted himself to his studies 
and life-work with a burning intensity. While still a student he 
described the ‘Mast’ cells. He graduated at Leipzig in 1878, and 
while an assistant in Berlin he devoted himself to tissue-stains and 
blood morphology. Pulmonary tuberculosis forced him to Egypt 
for a 2-year cure. 

On his return he became assistant to Robert Koch in Berlin, 
where Behring had already progressed so far that he announced his 
antitoxin to the world in the next year. Ehrlich later shifted to 


THE FRIENDLY SOCIETIES 


The Minister of Finance has published for general information the 
terms of the Friendly Societies Bill, which—with the Pension 
Funds Bill—it is intended to introduce into the House of Assembly 
some time this session and submit to a first reading. Thereafter 
it is proposed to refer the Bill to Select Committec. 

The Bill is published in the Government Gazette (Extraordinary) 
of 26 February 1954 (No. 5231). 

The object of the Friendly Societies Bill, which comprises 64 
sections, is to bring ‘friendly societies’ under Government control. 
A Registrar of Friendly Societies is to be appointed to administer 
the Act. ‘Friendly societies’ are to be compulsorily registered, and 
such registration will be granted only if the rules and business 
methods of the society are satisfactory and equitable. 

The Bill is of special interest to medical practitioners for the 
reason that it is to apply to sick benefit societies and medical aid 
societies. ‘Friendly society’ is defined as an association or scheme 
existing or undertaken for one or more of certain prescribed objects 


Frankfurt as director of a large new institute for experimental 
therapeutics and sent forth a continuous stream of reports on 
fundamental research. This eventually led to the award of the 
Nobel prize in 1908, which he received at the same time as Elias 
Metschnikoff of the Pasteur Institute in Paris. 

Ehrlich was a self-taught chemist who found his approach to 
chemotherapy from his studies on tissue-stains, seeking on the 
basis of his side-chain theory for substances which revealed 
particular haptic effect on micro-organisms without special affinity 
for human tissue. In 1910, with Hata, his Japanese assistant, he 
produced ‘606’-Salvarsan as the first effective substance against 
syphilis. This chemotherapeutic research opened the field to the 
later sulphonamides and antibiotics. 

With more than 200 publications reflecting his life-work, Ehrlich 
at the same time directed 3 institutions in Frankfurt till his death 
in 1915, Patience, fortune and money were some essential ingre- 
dients towards his success but his genius was the guiding light 
through all his numerous researches in colour analysis, immunity, 
cancer and eventually chemotherapy. 


BEHRING'’S RESEARCHES 


Behring graduated in Berlin, also in 1878, and was a military 
doctor during the eventful years of the discoveries by Pasteur, 
Koch and Loeffler, and became assistant to Koch in 1889. His 
work in bacteriology and immunology led to the classical article 
‘On the Development of Immunity to Diphtheria and Tetanus in 
Animals’. Then follow the years of endeavour in blood-serum 
therapy until eventually antitoxin was concentrated sufficiently 
for use in medicine. 

With inspired insight and perserverance his work led on through 
immunity and immunization in animals to its culmination in the 
curative and prophylactic use of antitoxin against diphtheria, 
resulting in a great fall in the death rate from this disease. 

Similar results were obtained by the application of the same 
methods to the prevention and treatment of tetanus. Behring’s 
self-contained nature never recoiled from the demands his work 
made on him. He had not the congenial personality of Ehrlich, but 
they were lifelong friends. The results of his great creative acticity 
received world-wide recognition. He held professorial claims in 
Halle and in Marburg; he was raised to the German nobility; 
he was awarded the prize of the French Academy at the same time 
as Roux, and eventually in 1901 received the first Nobel prize to 
be awarded for medicine. 

Like Koch, Behring devoted the latter years of his life, until 
his death in 1917, to the endeavour to produce a serum and vaccine 
against tuberculosis. 


BILL, 1954 


including: pension funds, annuities, maternity benefits, life 
insurance, funeral benefits, trade implements insurance, the pro- 
vision of a sum of money on leaving employment, unemployment 
benefit, relief in distress, educational funds, and: 

‘(c) the provision of medical, nursing, surgical, optical or dental 
attendance, or of medicines or other medical requirements, or of 
surgical, optical or dental appliances, or of accommodation in 
hospitals, nursing homes, infirmaries or homes for aged persons 
for members or other persons* mentioned in paragraph (a), or 
the provision of a sum of money towards the cost of any such 
benefit as aforesaid; 

Excluded from the definition of ‘friendly society’ are non- 
contributory schemes, insurance business within the meaning of the 
Insurance Act, bodies registered under the Co-operative Societies 
Act, 1939, and associations from which each member may withdraw 
all his contributions on not more than 3 months’ notice. 


*Broadly, members and their dependants 
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BRAND OF ORYTETRACYCLINE 


‘Terramycin* 


“In acute trachoma, proper treatment with Terramycin 
results, without exception, in a radical cure.” Likewise, 
chronic trachoma responded, in 80% of the cases, to 
Terramycin therapy. 


Mitsal, ¥.1 J. FACULTY MEU. BAGHDAD 16:26, 1968 


Distributor: 

PETERSEN LTD. 

P.O. Box 38, Cape Town 
P.O. Box 5785, Johannesburg 


113, Umbilo Road, Durban, 
South Africa 


EST. 1649 


World's Yargest Producer of Antibiotics 


“CRAM FOR GRAM TERRAMYCIN IS UNEXCELLED AMONG BROAD-SPECTRUM ANTIBIOTICS” 
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Sedative: 


TRISAN — Hommel is an established agent in the 

symptomatic treatment of bronchial asthma and related 
states. It combines in its formula both sedative and anti- 
spasmodic drugs of recognized performance. 


COMPOSITION Physicians experienced in asthma have 
long recognized the value of concurrent prescription of Potassium 
Iodide and Chloral Hydrate; a small dose of Soluble Barbitone 
is added as a sedative adjuvant to enhance their therapeutic 
effect. Trisan therefore comprises — 

Iodide of Potassium B.P. .. 6.03% 

Barbitone Sodium 0.24% 


CLINICAL INVESTIGATION shows that 
Trisan produces spasmolysis and relief of expectoration in 
nocturnal asthma; its sedative component satisfactorily 
encourages sleep and provides an additional value in 


asthma complicated by hypertension. 5 

INDICATIONS Trisan is indicated in bronchial QeZZ—Z, 

asthma, especially nocturnal ; certain types of hypertension ; GZ i j 


allergic diathesis. It is contra-indicated in iodine allergy Y/; 
and hyperthyroidism. 


DOSAGE Four fi. drachms in } tumblerful of fluid during 

attacks or before retiring; prophylactically: | to 2 fi. drachms 

nightly for 2 to 3 weeks. 

PACKING Standard: Bottles of 4 fi. oz.; Dispensing: 16 fl. oz. 

% Trade Mark Reg'd. Not publicly advertised 
HOMMEL’S HAMATOGEN & DRUG CO. 


121 NORWOOD ROAD, LONDON, S.E.24 


Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 

P.O. Box 39. CAPE TOWN - P.O. Box 24. PORT ELIZABETH ~- P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL - P.O. Box 76. EAST LONDON 

P.O. Box 1102. BULAWAYO, Southern Rhodesia + P.O. Box 379. SALISBURY, Southern Rhodesia 
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ANUSOL Haemorrhoidal Suppositories 


TRADE MARK REGD. 


Anusol" are probably the best known and most widely prescribed rectal 

suppositories. They relieve pain safely in haemorrhoids and uncom- 

plicated inflammatory rectal states, by the removal of pressure on nerve 
endings through effective decongestive action; the nerves are not 
anaesthetized and continue to give warning of more serious pathology. 
The same decongestive action reduces extravasation of blood without 
the use of styptics, haemostatics or vasoconstrictors. 


Available in boxes of 12 suppositories. 
Anusol is also available in Ointment form. 


INDICATIONS. For non-surgical treatment of haemorrhoids that are 
still amenable to palliative therapy ; where surgery is inadvisable as in 
pregnancy; when operation is refused. For pre- and post-operative care. 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


WM. R. WARNER & COMPANY (PTY) LTD., 6-10 Searle Street, Capetown. 


Roter Gastric Ulcer Tablets 


are applied with still increasing success for the treatment of 
gastric and duodenal ulcer; acute and chronic gastritis 
hyperchlorhydria. 


The classic pharmacology of bismuthsalts has been improved by the 
Pharmaceutical Works “Rotor” in such a way, that really can be spoken 
of a new principle in the therapy of the peptic ulcer. 


This therapy has proved its extraordinary value by extensive 
application in medical practice. 


You are invited to write for full information and a clinical trial supply. 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. BOX 7, Maraisburg, Transvaal, South Africa. 


Distributors for South Africa and S.W.A.: 
fo}eRG=a°3R ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, P.O. Box 4838; 
Durban, P.O. Box 1988. 


Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; Salisbury P.O. Box 1691. 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 
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Easily assimilable IRON 


CROOKES NEO-FERRUM is a stable colloidal ferric hydroxide with traces of copper and 
manganese. | teaspoonful contains the equivalent of 30 grains of iron and ammonium citrate, 
1 tablet contains the equivalent of 15 grains of iron and ammonium citrate. 1 drop from the 
Infant's Pack (} minim) contains the equivalent of § grain of iron and ammonium citrate. 
CROOKES NEO-FERRUM (liquid or tablets) is extremely pleasant to the taste and is tolerated by 
patients who previously have been unable to tolerate other iron preparations. 

CROOKES NEO-FERRUM (Infants) is readily miscible with the infant's feeds and the Infant's 
Pack makes its administration a very simple procedure. The extremely low incidence of gastro-intes- 


tinal disturbances is of great importance in this respect. Specimens and full literature on request 
from P.O. Box 1578, JOHANNESBURG. 


crookxes NEO-FERRUM 


LIQUID 4 (114 mi.), 8 oz. (227 mi.), 80 oz. (24 L). TABLETS Bottles of 50 and 


INFANTS § oz. Bottles (with pipette). 


THE CROOKES LABORATORIES LIMITED + LONDON + ENGLAND ) 


In Rheumatic Diseases 


especially Arthritic and Fibrositic Conditions and Gout, particularly in the chronic stage, 


LEUCOTROPIN 


IS THE SPECIFIC OF CHOICE 


because —it has an immediate analgesic, antiphlogistic and antipyretic effect and 
increases Joint Mobility. 


Leucotropin excretes Uric Acid and stimulates A.C.T.H. production. 
Available in Ampovies of Sc.c. or 10 ¢.c. and Tablets. 
EACH AMPOULE OF 10 c.c. CONTAINS:— EACH TABLET CONTAINS:— 
Phenylicinchoninate Phenylcinchoninic Hexomine - gr. 5 (0.30 Gm.) 


Hexamine 


Sediem Selicylote Phenylcinchoninic Quinine gr. 24 (0.15 Gm.) 
Distilled Weter - - - - to 10 al. (10 cc.) or. 2 (0.05 Gm.) 


Literature and Samples from: 


FRENCH —,: CO. (S.A.) (PTY) LTD. 
P.O. Box 6681 JOHANNESBURG 


Manufactured by Silten Ltd., Hatfield, Herts, England. 
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and VICEROY of course ! 


graciousness of bearing . . 
manner . . 
These things go hand in hand with the smoking 
of VICEROY — the choice of the discriminating 


Wills 
VICEROY 


CORK 


. @ sureness of 
a certain savoir faire... 


smoker. 


PLAIN FILTER 


Wd 
ANAESTHETIC ETHER 


| Manufactured by 


THE NATAL CANE BY-PRODUCTS LTD. 


OF MEREBANK 

Guaranteed to conform to 

the requirements of the 1948 

British Pharmacopoeia and the Speci- 

fication of the South African Bureau 

of Standards. Equal to the finest 
imported Ether. 

In cases, each containing 

12 x 1 lb. Amber Coloured Bottles, 

similar to those used in Europe. 


For further information please write to the selling Agents 


G. C. SMITH & CO. LTD. 


301 Smith Street, P.O. Box 43, Durban 


Bert Mendelsohn (Pty.) Lid., Cc. G. Smith & Co., Lid., 
P.O. Box 565, Johannesburg. P.O. Box 1314, Cape Town 


lll P.O. Box Bow London. 


| WALUABLE | 


ARE YOU PREPARING FOR ANY MEDICAL, 
SURGICAL, of OENTAL EXAMINATION? 
Send Coupon below for ovr valuable publication 


‘*GUIDE TO MEDICAL EXAMINATIONS ”’ 


PRINCIPAL CONTENTS 
The ey of the Conjoint Board. 
The M.B. ond M.D. Degrees of all British Universities. 
to pos the F.8.C.S. Exam. 
M.S. Lond. and other Higher Surgical Examinations 
The M.R.C.P. London 


The Diploma in Ophtalmology. 

Diploma in Radiology 

The D.R.C.0.G. "M.R.C.0.G. 

The Diploma in Child Health. 


The 
The Diploma in Psychological Medicine. 
The 


Do not fail to get a copy of = Book before a pre- 
poration for any E emount of 
valuable Dentol in Guide. 


SEND FOR YOUR COPY NOW! 


tary, 
MEDICAL CORRESPONDENCE COLLEGE 
19 Welbeck Street, Cavendish Squvere, Londen W. 
Sit,—Please send me copy of your Exomi- 
notions” by return. 


S.A.M.J. South African Offices: P.O. Box 2239, Durben, Nete! 


27 Maart 1954 ee xxvii q 

a 

# 

The how 

Coc African Medicel Examinctions. 

Examination in 


S.A. MEDICAL JOURNAL 


“ASTHMA 
‘BRONCHITIS 
*-EMPHYSEMA 


are rapidly relieved by the 
INHALATION 
THERAPY 


BRONCHOVYDRIN is a specially balanced Adrenaline technique obviating 
parenteral injections and free of any secondary effects, yet affording dramatic 


relief of all forms of bronchospasm, whether physical, nervous or allergic. 


ORITAX HAND INHALER © 
Available in cartoned bottles of 12.5 gm. 
Available with or 
without a Foce Mask 
SUPER PAG is a large 


table model and can be 
supplied with single or 
double bulb, also with PNEUMOSTAT ELECTRIC INHALER is suitable for 
bakelite stand. AC-DC of 90-110 volts or 200-250 volts, and is supplied 
complete with two SUPER PAG Inhalers either of which 
is brought into use by a two-way tap 


RIDDELL INHALERS deliver a fine degree of dry atomisation in the 


region of 20 microns, which is absorbed by the alveoli with extreme rapidity 
affording relief to an ASTHMA attack within the matter of seconds and yet 
is very easily administered by the patient without inconvenience. 


Please write for technical data. 


RIDDELL PRODUCTS LIMITED 


AXTELL HOUSE, WARWICK STREET 
South African Representotives: FASSETT & JOHNSON LTD., 72 SMITH STREET, DURBAN. 
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VITAMIN C IN GUAVA JUICE 


It is now generally known that the Vitamin C content is higher in 
guavas than most other fruits. 
An analysis by Peabody & Co. of London returned the following: 


South African guava juice, fresh pasteurised, 5°, added sugar, no 
preservative in specimens tested. Each can containing approximately 
105 fluid oz. 

Specific Gravity at 20°C. .. 

Reducing sugar .. 

Acidity as Citric Acid 

Ash 

Iron i. ae 4 parts per million 
Ascorbic acid 410 mg. per 100 cc. (Sept. 1953) 


Another analysis of guava juice from a canning firm by the 
Industrial Consulting Laboratory gave the following results, signed 
by E. G. Manken (August 1953): 

Reducing sugar 

Sucrose 

Phosphorus ‘as P) 


11.2°% by weight 
27.9% by weight 
0.018% by weight 


PASSING EVENTS : 


POSTAGE STAMPS WITH MEDICAL SYMBOLS 


A series of Austrian postage stamps bearing medical symbols was 
issued on 10 March 1954. For each denomination an extra charge 
is made, marked on the stamp, the proceeds of which will be used 


REPUBLIK 


REPLBLIK 


ISTERRE 


by the Austrian Ministry of Social Administration for welfare 
purposes. 

The scenes depicted are: 30 Groschen (violet)- ‘a’ patient being 
treated with an infra-red lamp; 70 Groschen (sepia) ‘a’ doctor 
using his microscope; 1 Schilling (blue)- ‘a’ mother with two 
healthy children, symbolizing the fight against tuberculosis; 
1.45 Schilling (green)- ‘a’ modern operating theatre; 1.50 Schilling 
(red)- ‘a’ baby on a scale, symbolizing child welfare; 2.40 Schilling 
(red-brown)- ‘a’ Red Cross sister and ambulance. 


UNION DEPARTMENT OF HEALTH BULLETINS 


Report for the 7 days ended 4 March 1954: 

Plague and Smallpox: Nil. 

Typhus Fever. Cape Province. No further cases have been report- 
ed from the Queenstown municipal area and the Ntlabeni location 
in the Mount Frere district since notification of 4 February 1954. 
These areas are now regarded as free from infection. 


Protein & ..  0.15°¢ by weight 
Iron 0.00051 °,, by weight 
Calcium 0.019°, by weight 
Ash 0.43 by weight 
Benzoic Acid : 55 parts per million 

An analysis of Guava Juice by the Research Department of a 
Cape Town firm (October 1953) showed a vitamin C content of 
484 mg./100 g. 

The high vitamin-C content of guava juice, which averages about 
400 mg./100 g. is its chief quality. This is greatly in excess of the 
vitamin-C content of orange juice. Certain skin troubles and 
infantile eczemas have been found to clear up with the regular 
intake of guava juice and there is some evidence to show that it also 
gives added resistance against the common cold. 

The normal requirements of vitamin C for an adult, being 
75 mg./day and for a child 35 mg./day, can be conveniently supplied 
through this medium. Guava juice can be taken as a drink diluted 
with water, or it can be incorporated in making jellies, fruit salad, 
etc. 


IN DIE VERBYGAAN 


Epidemic Diseases in Other Countries. 

Plague: Nil. 

Cholera in Chalna, Chittagong, Dacca (Pakistan): 
Madras, Nagapattinam (India). 

Smallpox in Karachi, Lahore (Pakistan); Bombay, Calcutta, 
Cochin, Delhi, Kanpur, Madras (India); Haiphong, Hanoi, 
Saigon-Cholon (Viet-Nam); Phnom-Penh (Cambodia). 

Tyvphus Fever in Baghdad (Iraq). 


Report for the 7 days ended 11 March 1954: 
Plague, Smallpox and Typhus Fever: Nil. 
Epidemic Diseases in other Countries. 

Plague: Nil. 

Cholera in Chalna, Chittagong, Dacca (Pakistan): 
Cuddalore, Madras, Nagapattinam (India). 

Smallpox in Karachi, Lahore (Pakistan); Bombay, Calcutta, 
Cochin, Delhi, Jodhpur, Kanpur, Madras, Nagapattinam (India); 
Akyab (Burma); Haiphong, Hanoi, Saigon-Cholon, Hue (Viet- 
Nam). 

Typhus Fever in Mosul (Iraq). 


Calcutta, 


Calcutta, 


S.A. MEDIESE KONGRES 21-26 JUNIE 1954 PORT ELIZABETH 


Die aandag van lede word daarop gevestig dat, indien hulle van 
plan is om die Suid-Afrikaanse Mediese Kongres by te woon wat 
van 21 tot 26 Junie 1954 te Port Elizabeth gehou sal word, hulle 
die intensiekaartjies, wat onlangs aan hulle gestuur was, so gou 
moontlik moet voltooi en aan die Organiserende Sekretaris, Suid- 
Afrikaanse Mediese Kongres 1954, Posbus 1137, Port Elizabeth, 
terugstuur. 


STANDARDS FOR MILK AND FOR ICE CREAM 


Bacteriological standards for milk are being prepared by the South 
African Bureau of Standards for the Union Department of Health. 
Many countries like Britain, the United States of America, France, 
Belgium, Australia, Holland, New Zealand, Norway and Japan 
have statutory bacteriological standards for milk, but not South 
Africa. 

The object is the prevention of milk-borne diseases like tuber- 
culosis, typhoid, diphtheria, scarlet fever, undulant fever, etc. There 
is a long history of serious milk-borne outbreaks in South Africa, 
especially of enteric fever and diphtheria. 

Quality standards for ice cream are also being prepared by the 
Bureau of Standards, at the request of the South African Railways, 
a large consumer of ice cream. The chief objects are freedom from 
infection, cleanliness, and food value. The present draft regulations 
deal with the factory, the employer, the ingredients, the finished 
product, containers and wrappers; and with processing, storing, 
packing and distribution. They provide for the ‘Vi’-testing and 
medical examination of employees. 
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BOOK REVIEWS 


REVISED MeEpIcAL DICTIONARY 


Stedman's Medical Dictionary. Edited by Norman Burke Taylor, 


V.D. M.D. F.RS.C. F.R.CS., F.R.C.P., M.R.CS. and 
Allen Ellsworth Taylor, D.S.O., M.A. (Pp. 1561 with 500 
illustrations and 22 plates. 63s. Eighteenth Edition). London: 


Bailliére, Tindall and Cox, 1954. 

It is about 5 years since the last (17th) edition of this medical 
dictionary was published. It remains under the same editors. 

So many new medical terms have been created that the number 
of pages in the dictionary proper has increased by 200 from 1337 to 
1536. As the editors remark, this is a healthy sign and a measure 
of progress, but they deplore the crop of ill-formed words which 
deface medical literature. Some of these they stigmatize as jargon; 
but ‘the editor of a medical dictionary cannot be too much of a 
purist .. . and, except in the most extreme instances of bad word- 
forming, cannot deny them space’. They suggest that a philological 
authority should be established to advise on the problem of new 
words. 

Most of the anatomical terms formerly given in Latin have been 
translated into their English equivalents, which are included in the 
dictionary. Nearly 600 illustrations have been added, mostly 
Original drawings. 

A table of standard weights by sex, height and age has been 
added but most of the auxiliary sections of the volume remain 
substantially unchanged. The section on medical etymology 
includes a 29-page dictionary of root words. There are also sections 
on weights and measures, symbols, stethoscopic abbreviations, 
comparative temperature and barometer scales, the chemical 
elements, pathogenic microparasites, and anatomical nomenclature. 

The text is legible and the book, though not one for the pocket, is 
in convenient form for the reference shelf. 


Peptic ULCER 


By C. F. W. Illingworth, C.B.E., M.D., Cu.M., 
(Pp. 288 + v witha 89 illustrations. 42s.) 
1953. 


Peptic Ulcer. 
F.R.C.S.E., F.R.F.P.S. 
Edinburgh: E. and S. Livingstone Ltd., 


2. Gastric Analysis in Health and Disease. 


1. The Gastric Secretion. 
5. Pathology of 


4. The Blood Supply of the Stomach. 
Incidence of Peptic Ulcer. 7. Experimental 
8. Aetiology of Peptic Ulcer. 9. The 


Contents 
3. The Gastric Motility. 
Gastric and Duodenal Ulcer. 6. 
Production of Peptic Ulcer in Animals 
Psychosomatic Approach to Peptic Ulcer. 10. Pain in Peptic Ulcer. 11. Clinical 
Features and Diagnosis. 12. Peptic Ulcer in Women and Children. 13. Medical 
Treatment. 14. Surgical Treatment. 15. Complications of Operation for Peptic 
Ulcer. 16. Cicatricial Deformities of Stomach and Duodenum. !7. Bleeding 
Peptic Ulcer. 18. Acute Perforation. 19. Ulcer-Cancer. 20. Peptic Ulcer of the 
Ocsophagus. 21. Peptic Ulcer of Meckel’s Diverticulum. Index 


Professor Illingworth has set out ‘to bring together the more 
important elements of present day knowledge and present them 
in the form of a monograph . . . attempting to set down what is 
known about the problem in all its aspects’. He has succeeded in 
producing a comprehensive survey of the problem and a discrimina- 
ting review of the literature in a very readable form. 

The style is factual and concise and presents a balanced and 
considered statement of the present state of our knowledge of the 
disease. 

_ It is curious, however, that, while peptic ulceration is discussed 
in all situations in the alimentary tract, no mention is made of the 
post-bulbar ulcer low down in the duodenum. 

In view of the difficult diagnostic and therapeutic problems that 
such an ulcer may present, this omission from a book which 

contains a description of ulceration in a Meckel’s diverticulum is 
surprising. 

This, however, is a minor criticism of a monograph which 
contains such a wealth of factual information in 284 pages. 

The surgical treatment of peptic ulcer and the complications of 
operation are dealt with comprehensively, and the chapter on 
Ulcer-Cancer is outstanding. 

The type is clear and easy to read, the paper is of good quality, 
and the coloured illustrations are excellent. 


J.C.G. 
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COMPANION TEXTBOOK OF HISTOLOGY 


By Geoffrey Bourne, 


An Introduction to Functional Histology. 
21s.) London: 


D.Sc., D.Phil. (Pp. 198 with 98 illustrations. 
J. and A. Churchill, Ltd., 1953. 


I. The Cell. 1. Ground Substance of Cytoplasm. 2. Cell Membrane. 
4. Golgi Apparatus. 5. The Nucleus. 6. Chromosomes. 
8. Epithelia. 9. Connective Tissue. 10. Connective 
12. Cartilage. 13. Bone. 14. Muscular 

17. Lymphatic and Lymphoid Tissue. 
20. Teeth. 21. Salivary 


Contents 
3. Mitochondria. 
7. Microscopy. //. The Tissues. 
Tissue Organs. 11. Embryonic Tissue. 
Tissue. 15. Blood. 16. Bone Marrow. 


18. Nervous Tissue. ///. The Organs. 19. The Tongue. 


Glands. 22. Oesophagus, Stomach and Intestines. 23. Pancreas. 24. Liver. 
25. Kidney. 26. Ureter. 27. Male Reproductive Organs. 28. Female Reproductive 
Organs. 29. Endocrine Glands. 30. Respiratory System. 31. Special Senses. 


IV. Technique. 


This is an interesting and praiseworthy effort to give medical and 
science students a text on physiological histology with some of the 
fruits of histochemistry and the use of the electron microscope. It is 
designed as a companion to an ordinary textbook of histology, and 
the author apologizes for unbalanced treatment of certain aspects, 
but there is enough elementary anatomy and histology for it to 
stand on its own feet as an independent text. 

The illustrations and the chapter on technique give promise of 
fulfilling the author’s aim at a high post-graduate level. The 
illustrations are abundant, well selected and well reproduced, and 
many have the modern stamp of histochemistry or electron micro- 
scopy. The techniques detailed are the newer histochemical ones 
mainly concerned with the recognition of enzymes, of great interest 
to research workers and technicians, but not likely to be consulted 
by students. 

But if one looks up these enzymes in the index, one is referred 
too often to the section on technique or to the illustrations. It is 
not that the author has failed to justify the title of the book, but 
merely that many of the illustrations and all of the chapter on 
technique are at a level higher than that of the text. 

The book is well produced and printed and is remarkably in- 
expensive. It can be strongly recommended as an up-to-date 
summary of a rapidly expanding and increasingly important branch 
of biology. 

J.G.T. 


FAVOURITE PRESCRIPTIONS 


Fayourite Prescriptions. Edited by Sir Heneage Ogilvie, K.B.E., 
D.M.. h., F.R.C.S. and William A. R. Thomson, M.D. 
(Pp. 88. Second edition. 5s.). London: The Practitioner, 1954. 


Contents: Introduction. 1. Favourite Prescriptions. 2. Favourite Prescriptions 
in General Practice. 3. Favourite Prescriptions for Children. 4. Favourite 
Prescriptions in Pulmonary Diseases. 5. Favourite Prescriptions in Diseases of 
the Nervous System. 6. Favourite Prescriptions in Skin Diseases. 7. Favourite 
Prescriptions in Diseases of the Ear, Nose and Throat. 8. Favourite Prescriptions 
in Ophthalmology. 9. Favourite Surgical Prescriptions. 10. Favourite Prescrip- 
tions in Physical Medicine. Index. 


In the days of William Osler medicinal therapy was considered at 
the barest minimum, but since that time such rapid advance has 
been made, especially in more recent years, that we now find our- 
selves living and, if we know how, prescribing in a golden age as 
far as drugs are concerned. There should be no difficulty in the 
writing of prescriptions. 

With such potent remedies as are available today it is seldom 
necessary to prescribe more than one drug. (excepting vehicle and 
flavouring agent if these are necessary) in any particular tablet or 
mixture. The hospital formulary and the National Formulary, 
and books such as the one reviewed here, provide a long list of 
preparations, many of them seldom used. 

In this slender volume there are more than 125 ‘favourite’ pre- 
scriptions to choose from. The introduction of modern drugs has 
not apparently altered the use of old-time remedies in some quarters. 
In dermatology there has been much change in the use of ointment 
bases with the introduction of such agents as wool alcohols and 
synthetic long-chain alcohols (detergents). In all branches of 
medicine the newer drugs are being avidly received and included 
in the therapeutic armamentarium. 

Favourite prescriptions must refer to the older remedies or their 
use in conditions for which there are as yet no specific remedies. 
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Doctors must, no doubt, have some favourite prescriptions, their 
belief in which may be of importance. This inexpensive book shows 
which prescriptions are still favoured in some of the bigger hospitals 
overseas, but more interesting and important is the discussion on 
treatment which constitutes the main part of the book. ‘a 


THE QUEST FOR YOUTH 


The Quest for Youth. By George Ryley Scott, F.Ph.S., F.Z.S., 
F.R.A.I. (Pp. 157. 10s. 6d.). London: Torchstream Books, 
1953. 


Contents: Section I. The Art of Living. 1. Senility and Its Causation. 2. The 
Endocrine Glands and Their Functions. 3. The Work of the Testicles and Ovaric 
4. Antidotes to Senility. Section Il. The Preservation of Vitality During th: 
Reproductive Years. 5. Impotence in Man: Its Various Forms and Their Causes 
6. Frigidity and Sexual Anaesthesia in Woman. 7. Sterility in Man and Woman 
8. The Effects of Food on Sexual Power. Section Ill. The War on Senility 
9. Operative Reactivation ee and Ovarian Transplantation. 10. Operative 
Reactivation: Vasoligature. The New Science of Organotherapy. 12. Criti- 
cisms of Operative ae and Organotherapy. Section 1V. Present 
and Future Trends in the Science of Rejuvenation. 13. The Psychological Factor in 
the Treatment of Impotence and in Reactivation. 14. Summary. Bibliography. 
Index. 


The author maintains that ‘the secret of virile old age is the cultiva- 


tion of an absorbing interest in life and living, the retention of 


ambition, the. fixing of a goal at which to aim’, but neither he nor 
anybody else can be certain as to which of the two (interest etc., and 
virile old age) is cause and which is effect. Does senescent 
Churchill's effectiveness result from his interest in life or from his 
endowment with more durable vigour than the average person? 

The book includes instructive information and is well written 
and thought-provoking; it makes easy and absorbing reading. 
There are, however, certain demerits, which nevertheless do not 
detract from the excellence of the book as a whole. 

The potentialities of the gonads and of sublimation of the sex- 
urge are overestimated—a trend usual amongst sexologists. The 
persistent enthusiasm for the Steinach and Vornoff operations, 
which after years of benevolent toleration have failed to deliver the 
goods or substantiate their claims as useful therapeutic measures, 
are not justified by clinical and other observations. 


DOMICILIARY TREATMENT OF PULMONARY TUBERCULOSIS 


To the Editor: 1 have read with great interest your Editorial on 
The Decline in Tuberculosis and also the report by Dr. E. D. 
Cooper. medical! officer of health of Cape Town, on The Domiciliary 
Treatment of Pulmonary Tuberculosis asa Public Service, both of 
which appeared in the Journal of 6 March. 

Although it is perfectly plain that the reference in Dr. Cooper's 
report is to the treatment of pulmonary tuberculosis in Urban 
communities, | have good reason to believe that even in certain 
official Public Health quarters the idea is rather vaguely held that 
domiciliary treatment with modern drugs might also help to solve 
the problem of pulmonary tuberculosis in the African people in 
the Native Reserves. 

As one who has had 27 years of experience working in the heart 
of the Transkei—the largest Native Reserve in the Union—I would 
like to state very clearly and emphatically that domiciliary treat- 
ment could not possibly be applied to Native sufferers from 
tuberculosis living in a Reserve such as this; where the people do 
not live even in villages but in widely scattered individual kraals, 
which would make it impossible to give even the bi-weekly injections 
of streptomycin and the essential supervision by doctors or health 
visitors, which are pre-requisites for the success of any such domi- 
ciliary treatment. 

In our own hospital we have approximately 130 beds and nearly 
half of these are now taken up all the time by sufferers from 
pulmonary tuberculosis. 

This is a recent development, for in the years prior to the intro- 
duction of modern therapy the Native people, with their inherent 
lack of resistance, finding themselves dying in any case—whether 
they were in hospital or not—preferred, quite naturally, to die at 
home. But for the last 3 years the situation has entirely altered: 
and now not only are they seeking admission to hospital in greater 
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CORRESPONDENCE 


Steinach held that vasoligation causes atrophy of spermatogenetic 
cells and consequent hypertrophy of the interstitial tissue. This 
belief is erroneous. The seminiferous tubules do not degenerate 
after vasoligation, nor do Leydig cells hypertrophy. Some prostatec- 
tomised patients are stated to become rejuvenated if the vas is 
interrupted simultaneously. One may submit, however, that 
‘reactivation’ is attributable to removal of renal and cardiac 
embarrassment and diminution of nycturia. Secondary infection 
excluded, non-vasectomised patients improve equally weil. 

The bibliography contains hardly any reference to works written 
after 1941. Many beliefs held till then have been demolished since. 


I.M.H. 
ELFMENTARY PATHOLOGICAL HISTOLOGY 


Elementary Histology. By W. G. Barnard, F.R.C.P. 
Third Edition. (Pp. x, with 185 figures, including 8 in 
colour on 55 plates. Is. 6d.). London: H. K. Lewis & Co., 
Limited. 1953. 


Contents: 1. Inflammation. 2. Wounds and Granulation Tests. 3. Pericarditis 
(Pleurisy and Peritonitis). 4. Abscesses. 5. Bronchitis and Broncho-Pneumonia. 
6. Actinomycosis. 7. Appendicitis. 8. Diphtheria. 9%. Lobar Pneumonia. 
10. Typhoid. 11. The Specific Granulomata. 12. Tuberculosis. 13. Syphilis. 
14. Acute Rheumatism. 15. Hodgkin's Disease. 16. Fibrosis. 17. Regeneration. 
18. Atrophy, Hypertrophy, Hyperplasia, Metaplasia. 19. Necrosis. 20. Infarcts. 
21. Degeneration. 22. Amyloid. 23. Chronic Venous Congestion of Liver. 
24. Cell Proliferation. 25. Tumours. 26. Benign Connective Tissue Tumours. 
27. Sarcomata. 28. Angeiomata. 29. Papillomata. 30. Adenomata. 31. Carcino- 
mata. 32. Metastases. Index. 


This book covers the first half of the medical student’s course in 
pathological histology, that related to so-called general pathology. 
This restricted field is adequately covered by the illustrations, 
mainly photomicrographs in black and white, technically of a high 
standard and well selected and reproduced. With very few excep- 
tions they are clear and instructive. 

The text, however, falls short of this standard. It is too brief to 
give the author much scope, and the inevitable compression has 
resulted in a featureless summary, too elementary to be of much 
value to the medical student. 
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numbers but, finding their health improving and seeing themselves 
putting on weight, they are willing to stay in hospital as they never 
were before. 

The crying need of the Native people in the Reserves is for more 
accommodation in hospitals; and | would respectfully suggest 
that this can be most economically supplied by and in Mission 
hospitals. Domiciliary treatment, unfortunately just does not 
apply in areas such as this. 

R. L. Paterson 
Medical Superintendent 
The Nessie Knight Hospital 
Sulenkama 
Qumbu, C.P. 
12 March 1954 


KWASHIORKOR 


To the Editor, Dr. M. Gelfand * has just described in your columns 
(6 March 1954) an additional case of kwashiorkor in a breast-fed 
infant. This is not remarkable since the syndrome is well known 
to occur in breast-fed infants. In a monograph by Brock and 
Autret ? the syndrome is described as occurring ‘in the late breast- 
feeding, weaning, and post-weaning ages’. Dr. Gelfand goes on, 
however, to draw some inferences which are likely to confuse the 
issue. He says, ‘It is my belief, however, that the exact cause of 
kwashiorkor has not been satisfactorily established’. 

With this statement everybody working in this difficult field will 
agree. He goes on, however, to say, ‘Although most authorities 
accept a protein lack as its cause there are in my opinion at least 
two other factors which still deserve consideration, viz. a deficiency 
in the vitamins of the B group or interference with their absorption 
and utilization by the toxins of maize and other cereals consumed 
by the African’. This statement implies that belief in the importance 
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of protein lack is incompatible with belief in the role of deficiency 
of B-vitamins in the aetiology of the syndrome. The term ‘protein 
malnutrition’ is preferable to the term ‘protein lack’ used by 
Dr. Gelfand. 


The Joint FAO/WHO Expert Committee on Nutrition at its 
Third Session in November 1952 * recorded its opinion that ‘protein 
malnutrition’ was the essential cause of kwashiorkor. To quote 
directly, the Committee stated: “This term cannot at present be 
defined within narrow limits. It is used here to indicate in general 
a state of ill-health occurring where diets are habitually poor in 
protein, while they are more nearly adequate in calories. Clinically, 
protein malnutrition is most easily recognized when there is a 
relatively high intake of calories from starchy foods together with 
an insufficient intake of protein. The concept includes the effects 
of deficiency in the quantity of protein consumed, of imbalance of 
amino-acids, and deficiency of factors, such as vitamin B.1!2, 
commonly found in foods in association with animal protein and 
concerned with protein metabolism’. 

To quote again from Autret and Brock‘ : ‘Each protein food is 
different in its amino-acid composition and is also the vehicle for 
other nutrients in varying combinations, the deficiency of which 
might, apart from amino-acids, play a part in the production of 
different features (both fundamental and accessory) seen in this 
syndrome’. From these quotations it will be seen that when the 
term ‘protein malnutrition’ is correctly used it does not imply that 
deficiency in the vitamins of the B group may not play a part in 
the production of the syndrome. In pellagra it is now well establish- 
ed that deficiency of niacin is aetiological not in an absolute sense 
but relative to its ratio in the diet to other nutrients, especially the 
amino-acid tryptophane. 

The description given by Dr. Gelfand of his case would appear to 
justify the use of the term kwashiorkor. His patient's illness started 
at the age of 14 months while he was still at the breast but having 
supplements of ‘maizena’ porridge, sadza. meat and vegetables. The 
quality of the maternal milk is reported but nothing is said about 
the quantity which the child derived from the breast nor about the 
quantity of meat fed to the child. It is notorious that in African 
mothers the quantity of milk secreted by the breast in the second 
year of lactation is often inadequate for the needs of a normally- 
growing child past the age of | year. It is now realized that since 
the protein-content of human milk is considerably lower than that 
of cow’s milk it follows that when older children at the breast 
receive starchy supplements the protein-calorie ratio of their 
total diet tends to become very low. I would contend, therefore. 
that the conditions under which Bongo developed kwashiorkor 
are just those conditions in which he might be expected to be 
suffering from protein malnutrition. 

What is more difficult to explain than the case recorded by 
Dr. Gelfand is the occurrence of a syndrome closely resembling 
kwashiorkor in children during the age-period 6-9 months while 
they are still feeding fully at the breast. This occurs frequently in 
the Gambia and has been carefully studied by B. S. Platt. The 
cases were referred to in the monograph by Brock and Autret 2. 
The same type of case was carefully studied by the Gambia 
Conference in 1952 and there was difference of opinion as to 
whether these cases should or should not be included under the 
term kwashiorkor. Although they had the reddish-brown dyspig- 
mentation of the hair which is so common a feature of kwashiorkor 
the existence of other features regarded as characteristic of the 


ABSTRACTS : 


Gianascol (1953): The Use of Procaine Amide Hydrochloride in the 
Treatment of a Penicillin Reaction, West Va. Med. J., 49, 98-99. 
A coloured male, aged 20, with gonorrhea, was given an injection 
of 600,000 units of procaine penicillin oil with aluminum 
monosterate, though he had previously been found allergic to 
penicillin. The intention was to control any symptoms of allergy 
with pyribenzamine tablets but neither this nor benadryl proved 
effective in alleviating the complaint of swollen and painful joints, 
generalized urticaria, and pruritus which followed administration 
of the penicillin. The 2 antihistaminics were discontinued when it 
was observed that the signs and symptoms, resembling serum 
sickness, were progressing in spite of their use. 
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syndrome had not been established. It is now generally accepted 
that the reddish-brown dyspigmentation of the hair can occur in 
deficiency-states to which the name kwashiorkor cannot be 
legitimately applied and also that it is not a prerequisite for the 
diagnosis of kwashiorkor. 

Whatever Dr. Gelfand may think about the importance of 
vitamins of the B-group and about the toxins of maize and other 
cereals needs to be fitted into the observed fact that the syndrome 
is easily curable by dried skimmed-milk. A large volume of careful 
work is in progress at present in many parts of the world in an 
attempt to define whether the curative factor contained in dried 
skimmed-milk is simply protein, one or more amino-acids, or a 
vitamin known or unknown. Until this difficult question has been 
solved it is reasonable from the educative and administrative point 
of view to attribute kwashiorkor to ‘protein malnutrition’ as 
defined above. Such a use leaves wide open the scientific problem 
of ‘whether kwashiorkor is due to protein deficiency or to a lack 
of vitamins or to both’. The fact that some children develop 
kwashiorkor while still suckling at the breast does not constitute 
evidence one way or the other. 

J. F. Brock 


Department of Medicine 
University of Cape Town 
11 March 1954 
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MATERNITY FLYING SQUAD 


To the Editor: 1 wonder how many medical practitioners in Cape 
Town and the Peninsula know that we have a very efficient ‘Flying 
Squad’ now functioning from the Peninsula Maternity Hospital. 
It is a unit for which Professor James Louw had worked hard for 
most of the years that I have found myself working in Cape Town. 

I saw it do magnificent work within the last fortnight. The squad 
came to the rescue in a case of very severe post-partum haemorrhage 
at the Magdalene Huis, Claremont. Two pints of blood were 
administered before the case was reasonably fit to be moved. 

I feel this excellent service has long been overdue in Cape Town 
and now that we have it practitioners should be aware of its 
existence. I foresee the saving of many a mother’s life in future. 
Too many women have in the past been moved to hospital in a 
state of exsanguination and shock, from which nothing could save 


them. 
D. P. de Villiers, M.B., F.R.C.S.(Ed.) 
Room 803 
Groote Kerk Buildings 
Adderley Street 
Cape Town 
16 March 1954 


UITTREKSELS 


The patient was then given 500 mg. of procaine amide hydro- 
chloride orally. Within 15 minutes there was a decrease in swelling 
and in painful limitation of joint motion, and the patient reported 
he felt markedly improved. He was able to leave the clinic unaided 
although he had been able to come in only with the physica! support 
of two friends, his joint symptoms having prevented normal 
walking. 

The patient was placed on procaine amide hydrochloride 250 mg. 
4 times a day (orally) and when he returned to the clinic as directed 
two days later he appeared asymptomatic, felt well, and seemed 
quite normal on physical examination. When the drug was dis- 
continued the patient continued asymptomatic. 
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CLINITEST 


(BRAND) 


URINE-SUGAR DETECTION 


SIMPLE + SWIFT + DIRECT 


Everything needed for reliable urine- 
sugar testing in one set! Each Clinitest 
Reagent Tablet contained in the set 
contains all reagents required for copper 
reduction test. No external heating nec- 
essary—tablets generate heat on dis- 
solving. To perform test, simply drop 
one tablet into test tube containing 
diluted urine. Wait for reaction, then 
compare with color scale. Tablet refill 
available from your Chemist. Ideal for 
doctor, patient or laboratory. 


Contact our 
representative for 
literature, today! 


AMES COMPANY, INC. 
Elkhart, Indiana, U.S.A. 
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EXCLUSAVE DISTRIBUTOR: 


Professional Pharmaceuticals Ltd. 
Campaign House 

19 Ramsey Street 

P.O. Box 2515 

Johannesburg 

Sevth Africa 


VIR GENEESKUNDE xxix 


When the patient is 
feeling FLAT... 
VITASAN 


During convalescence, and states of physical 


exhaustion, Vitasan will be found most useful. 


The small strychnine content proves an effective 


“appetizer” in anorexia and the wine base 


ensures “‘patient-acceptance”’. 


Each fluid ounce of Vitasan contains: 


Thiamine —_ Hydrochloride 4 Mgm. 
Nicotinamide 20 Mgm. 
Strychnine Hydrochloride 2 Mgm. (1/32 grain) 
With Glycerophosphates and adjuvants. 


Bottles of 6 oz. — 16 oz. — 80 oz. 
Manufactured in South Africa by 


Established 1842 
CAPE TOWN DURBAN SALISBURY JOHANNESBURG 
P.O. Box 38 113, Umbilo Road P.O. Box 2238 P.O. Bex 5785 


P.26. 
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WAT VAN DIE DAG VAN 


Vereniging 
Afrika 


HMediese 
van Suid 


Wat u ookal wil verseker 
doen dit deur u eie 


Mediese 
Versekeringsagentskap 


Versekeringsbesigheid van alle soorte word met 
betroubare maatskappye geplaas. 
Laat ons weet wat u wil verseker en ons sal die 


nodige reélings tref. 


DIE MEDIESE VERSEKERINGSAGENTSKAP 
(M.V.S.A.) 


Kaapstad 


Posbus 643 Telefoon 2-6177 


Ek stel belang in die versekering van my............... 


Stuur asseblief besonderhede of tref 


reélings dat ek persoonlik besoek word. 


Vul hierdie koepon in en pos dit aan die Mediese 
Vereniging van  Swuid-Afrika—Mediese 
Versekeringsagentskap. 


WHAT DOES TOMORROW 
HOLD FOR YOU? 


Association 


HMedical 
of South 


Whatever you wish to insure 
do it through your own 


Medical Insurance Agency 


All forms of Insurance Business undertaken with 


companies of repute. 


Tell us your insurance needs and we will make 


the necessary arrangements. 


THE MEDICAL INSURANCE AGENCY (M.A.S.A.) 
P.O. Box 643 Telephone 2-6177 


Cape Town 


1 am interested in insuring 
Kindly send me details or arrange for me to be visited. 


Fill in this coupon and post to the Medical Association 
of South Africa—Medical Insurance Agency. 


MORE? 
| 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENTSKAP-AFDELING : AGENCY DEPARTMENT 


KAAPSTAD CAPE TOWN 
Posbus 643, Telefoon 2-6177: P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(1539) Noord-Kaapland. Goedgevestigde praktyk met kontant- 
inkomste vir die laaste boekjaar van £2,378. Premie £1,250, 
insluitende medisynes, instrumente en  spreekkamermeubels. 
Spoorwegaanstelling. Woning en spreekkamers teen geringe huur- 
geld. Terme vir afbetaling £750 kontant, balans £20 p.m. 


OPHTHALMIC PRACTICE FOR SALE 
(1325) Excellent practice with 2 appointments. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 


(1167) Namaqualand. Assistant from 1 April. Salary £80—£90 
all found. Car supplied. 

(1620) South Western Cape. Locum from | April for +two 
months. Salary £2 12s. 6d. per day free board and lodging and 
Is. per mile motor expenses. Own car necessary. Single man. 
(1622) Noord-Kaapland. Assistent so spoedig moontlik. Voor- 
lopig lang termyn, later moontlikheid van vennootskap. Salaris 
£100 p.m. vry petrol, olie en losies. 

(1621) S.W.A. Locum tenens from 6 May to 12 June at an in- 
clusive salary of £3 3s. p.d. plus free board and lodging. Return 
train fare and reasonable incidental expenses, will be refunded. 


ROOMS AVAILABLE TO SHARE 


(1618) (1422) (1579) In Cape Town. Available on temporary 
or permanent basis. 


SPECIALIST PHYSICIAN 
(895) Partnership share offered for sale. Details on application. 
INSTRUMENTS FOR SALE 
Full list on application. 
* * 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICE FOR SALE 


(PD24) Natal South Coast. Practice suitable for doctor who 
does not want full-time work. £250 for drugs, dressings, 
instruments, etc. No charge for goodwill. Small house on 
4 morgen, £1,600. Immediate occupation. 


LOCUMS URGENTLY REQUIRED 

LOCUM REQUIRED NATAL SOUTH COAST AS SOON AS 
POSSIBLE FOR APPROXIMATELY ONE MONTH. £2 12s. 6d. 
per day, all found. Mixed general practice, about 80°, non- 
European. Not much travelling, very few night calls and only 
minor surgery. 

WARTBURG, NATAL. LOCUM FOR THREE WEEKS 
FROM 1 MARCH. £2 12s. 6d. per day, all found, plus car 
allowance. Mixed country practice. 


ASSISTANTS/LOCUMS REQUIRED 
CAMPERDOWN, Natal. Locum from about 25 March for one 
month. £2 12s. 6d. per day, all found. Car provided, if necessary. 
PIETERMARITZBURG. Locum from about 27 March until 
16 April. £2 12s. 6d. per day, all found. Car allowance. 
ZULULAND. Locum from about 15 May for six weeks. £3 5s. 
per day, free board and lodging, and £10 per month car allowance. 
Assistant required in general mixed practice near Durban. Junior 
partnership offered after preliminary trial period. Full details on 
request. 

Assistant required for trial period. If suitable partnership will be 
offered. General practice in select area approximately 20 miles 
from Durban. 
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JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


PRAKTYKE TE KOOP/PRACTICES FOR SALE 

(Pr/S108) Transvaal. Goedgevestigde, winsgewende praktyk met 
aanstellings. Die volle praktyk kan oorgeneem word of ’n vennoot- 
skap (volle helfte aandeel) of ’n assistentskap met oog op vennoot- 
skap. Die assistent sal verwag word om dan na 3 maande ’n 
vennootskap te koop. (Die assistent se salaris sal £110 p.m. wees, 
plus vry petrol en olie en £15 tot £20 p.m. kartoelae.) Die gemiddel- 
de bruto-inkomste van die praktyk is £7,000/£8,000 per jaar en 
die netto is ongeveer £5,000 p.j. Premie verlang is £2,500 vir ’n 
vennootskap en £4,000 vir die volle praktyk. Baie billike terme sal 
gereél word. 
(Pr/S109) Transvaal hospital town. Well-established practice with 
two transferable appointments. Annual income well over £3,500. 
It is a mixed general practice, and the native side could be con- 
siderably expanded. Surgery is undertaken. Practice most suitable 
for two doctors. The owner will consider an outright sale at a 
premium of £2,250 and a deposit of £500 or a PARTNERSHIP 
at a premium of £1,000, on terms. Buyer must have an excellent 
knowledge of Afrikaans. Will suit doctor interested in surgery and/ 
or gynaecology. 


ROOMS TO LET 


Johannesburg. Consulting room and waiting room and reception- 
ist’s services to share with medical man. Medical block, centre city. 


Rooms to share with general practitioner in northern suburbs. 


Specialist doing post-graduate study overseas will have consulting/ 
waiting and examination room vacant during May, June and July 
in central city medical building. Rental £17 10s. per month. 


LOCUMS REQUIRED/PLAASVERVANGERS BENODIG 


(L/V538) Vennootskapspraktyk in Transvaalse dorp.  Plaas- 
vervanger vir April en Mei. Salaris £3 3s. per dag. 

(L/V539) Partnership practice in Transvaal. Locum for April and 
May. Salary £80 p.m. free board and lodging and Is. per mile 
travelling allowance. 

(L/V540) Near Johannesburg. Locum for June and July. Terms: 
£3 3s. per day and accommodation. 

(L/V544) Locum required for East Rand Mine, as from 5 April 
till 6 June. Must be a single man. Locum required for West Rand 
Mine, as from | July till end September. Single man. 


Rothschild Hadassah University 
Hospital, Jerusalem, Israel! 


Applications are invited from physicians of high academic status 
for the post of HEAD of the Department of Orthopedic Surgery 
of the Hadassah University Hospital in Jerusalem with a view to 
candidature also for senior academic appointment in the Hebrew 
University-Hadassah Medical School. 

The post may be full-time at a salary of approximately IL 350 
per month, plus family allowance, or part-time, with right of private 
practice. Accommodation at a reasonable rental will be made 
available to the successful candidate. 

Enquiries and applications, accompanied by curriculum vitae, 
publications and names of at least 3 referees should be sent to 
Director General, Hadassah Medica! Organisation, P.O.B. 499, 
Jerusalem, Israel, until 31 May 1954. 


APPARATE TE KOOP 
Nie-gebruikte en  nie-gemonteerde Rd6ntgen kontakapparaat 
(inklusief grensstrale) vir oppervlakte en endoterapie 10-50 K.V. 
merk Philips *Practix’. Prys £1,000. Weinig-gebruikte draagbare 
Electro Cardiograph met batterye (4 afleidinge) Systeem Elmquist 
met 5 maal 20 M. reserwe film. Prys £150. 
Skrywe aan °A.U.V.’, Posbus 643, Kaapstad. 
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Transvaal Provincial Administration 
VACANCIES: TRANSVAAL PUBLIC HOSPITALS 


Applications are invited from suitably qualified candidates for the 
undermentioned posts at Public Hospitals in the Transvaal. 

Applications should be addressed to the Medical Superintendents 
of the undermentioned Hospitals concerned and should contain 
full particulars as to the age, professional and academic and 
language qualifications, experience and conjugal status of the 
applicant and should further indicate the earliest date upon which 
duties can be assumed. Copies, only, of recent testimonials to be 
attached. 

Cost of living allowance payable at present to full-time 
employees: 


Cost of living Allowance 
Salary Married Single 


Over £350 per annum £320 per annum £100 per annum 

Full-time employees receive in addition to their salaries and 
cost of living allowance, the following privileges: 

Leave and rail concession. 

Successful candidates will be required to submit satisfactory 
certificates as also to submit to a medical examination at the 
hospital concerned. 

Application forms are obtainable from any Transvaal Provincial 
Hospital or the Provincial Secretary, Hospital Services Branch, 
P.O. Box 2060, Pretoria. 

The closing date of applications for undermentioned posts will 
be 14 April 1954. 


Hospital Post Emoluments 


Physician Johannesburg £1,800 Registered 
Hospital Board medical practi- 
and the Univer- tioner. Higher 
sity of the Wit- degree in 
watersrand Medicine 
essential 
Coronation £1,200x50-1,500 Registered 
Johannesburg medical practi- 
and University tioner. Must be 
of the suitably quali- 
Witwatersrand fied through 
training 
experience. 
Pretoria and £1,200x50-1,500 Registered 
Pretoria Medical 
University practitioner 
Part-time General Wolmarans- £765 Registered 
Practitioner stad 4} sessions per medical 
week practitioner. 
Discoverers’ £340 Registered 
Memorial 2 sessions per medical 
Hospital week practitioner 
P.O. Florida 
Part-time General Vereeniging £425 Registered 
Practitioner 2} sessions per medical 
Anaesthetist week practitioner 
Part-time Dental Boksburg- £170 perannum Degree in 
Surgeon Benoni One session per Dentistry. 


Casualty Officer 


Remarks 


Assistant 
Physician 


Junior Physician 


Anaesthetist 
(Part-time) 


wee 
Coronation, £620-780-820- 
Johannesburg 860 


Registered 
medical practi- 
tioner. Must be 
qualified for at 
least two years. 
Pretoria and £620-780-820- Registered 

Pretoria 860 medical practi- 

University tioner. Must 
assume duty on 
1 July 1954, 
Senior Resident Barberton £480 + board Registered 
Medical Officers Far East Rand and quarters or medical 


P.O. New State an allowance of practitioner 
Areas £170 p.a. in lieu 
Krugersdorp of Board and 
quarters 


Clinical Assistant 
(Department of 
Medicine) 


(44851) 


27 March 1954 


Public Service Vacancies 


1. The attention of medical practitioners registered with the 
South African Medical and Dental Council is drawn to an advertise- 
ment appearing in the Government Gazette of 19 and 26 March 
and 2 April 1954, inviting applications for the undermentioned 
posts. 


Post Salary Scale 


Medical Inspector of £1,680 
Hospitals 


Department or 
Administration 
Cape Provincial Ad- 

ministration. 
Medical Inspector of £1,080x60-1,500 Transvaal Provincial 
Schools Administration. 
District Surgeon £1,380 Health. 
Grade II (Nylstroom) 
Medical Inspector £1,380 Health. 
(Durban and Bloem- 
fontein) 
Medical Officer £1,380 
(Pretoria) 
District Surgeon 
(Cape Town) 
Grad: III (Rustenburg) 
Assistant Pathologist 
Medical Officer (on 
contract for two 
years) (Umtata) 


2. In addition to salary a cost of living allowance at the rate of 
£234 per annum is at present payable to married officers. 


3. It is emphasised that full particulars of qualifications and 
previous experience must be furnished but original certificates and 
testimonials should not be submitted. Application forms Z.83 and 
P.S.C. 8(a) are obtainable from the department /administration 
indicated to whom filled in forms must be addressed. 


4. The closing date for the receipt of applications is the 24 April 
1954. (44860) 


Health. 
£1,020x60-1,380 Health. 


£1,020x60-1,200 Health. 
£1,020x60-1,380 Health. 


City of Cape Town 


VACANCY FOR RESIDENT MEDICAL OFFICER, 
BROOKLYN HOSPITAL FOR CHEST DISEASES 


Applications are invited from registered medical practitioners 
under 45 years of age for the above position at a commencing salary 
of £900 per annum on the salary scale £900x50-£1,150, less (a) £226 
per annum for quarters, rations, light, fuel and laundry, or less 
(b) 4th of salary plus cost of living allowance for rent of quarters 
(if fuel light and laundry are provided the actual cost of providing 
these also to be deducted), plus temporary non-pensionable cost of 
living allowance at the rates approved by the Council from time to 
time, and which at present on the above commencing salary, 
amounts to £301 13s. 7d. per annum at married rate and £36 p.a. 
at single rate. 


Experience in modern methods of treatment of tuberculosis will 
be a recommendation. 


The successful applicant will be required to devote the whole of 
his/her time to the service of the Council and the appointment will 
be subject to the provisions of Municipal Ordinance No. 19 of 
1951, the Standing Orders and regulations of the Council and the 
conditions of service as laid down in the Municipal Staff Code, all 
as amended from time to time. 


Applications in duplicate on the prescribed forms obtainable 
from the Senior Staff Officer, 2nd Floor, Municipal Buildings, 
Longmarket Street, Cape Town, should reach him not later than 
9 April 1954. 

Canvassing of Councillors will be a disqualification. 

M. B. Williams 
Town Clerk 
City Hall 
Cape Town 
17 March 1954 937g 
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Northern Rhodesian Government Health 
Department 


There is an immediate vacancy in the Health Department for a 
Medical Officer. The selected applicant will be required, in the 
first instance, to undertake the duties of Medical Officer of Health 
and will be seconded to the Municipality of Lusaka. Applications 
for the post are invited from doctors who are British subjects and 
possess qualifications registrable in the United Kingdom. The 
possession of a Diploma in Public Health is highly desirable. 

Salary Scale: £870x35-£975; £1,020x45-£1,335x45-£1,695. 

Entry point will depend on candidate’s previous experience. 
A cost of living allowance varying between £114 on £870 and 
£195 10s. on £1,695 is payable at present. 


Duties: The duties are similar to those of a Medical Officer of 


Health in the United Kingdom or Southern Africa, and in addition 
include responsibility for the organisation and direction of anti- 
malarial measures. Office accommodation and technical and 
clerical staff are provided by the Local Authority. Lusaka has a 
population of over 5,000 Europeans and about 50,000 Africans and 
is developing rapidly. 

Transport on Appointment: Free first class rail fares are provided 
for officer, wife and dependent children under the age of 21 from 
place of engagement to Northern Rhodesia. The whole of this 
expenditure is refundable in the event of the officer failing of his 
own accord to complete a minimum tour of residential service of 
24 months. 

Terms of Appointment: (a) The selected candidate will be engaged 
on agreement for three years. The agreement is terminable by 
Government at any time by three months notice or payment of one 
month’s salary, and by the officer on the same terms at any time 
after three months’ service. 

(b) Free medical attention within Northern Rhodesia, generous 
leave privileges and housing at a sub-economic rental are provided. 

Federation: \t should be noted that the Federal Government will 
shortly assume responsibility for the Health Department, but it is 
not expected that the conditions of service will be affected during 
the period of the agreement. 

Application forms together with further particulars can be 
obtained from the Director of Medica! Services, P.O. Box 205, 
Lusaka. AP17,/2 


Basutoland Government 
VACANCIES FOR MEDICAL OFFICERS 


Applications are invited from registered medical practitioners for 
the above pensionable posts on a salary scale of £865: 865 : 935 x 
35 — 1, 005 x 45 — 1, 140 x 45 — 1, 320. Cost of living allowance 
is payable; the present rates are: 


Married Officers on the first £800 of salary—12}°,; on the 
remaining salary—7}°,. Maximum £132 per annum. 


Single Officers: One half of the above rates, subject to a 
maximum of £66 per annum. 


Rental deduction of 10°% of salary for furnished quarters. 


Medical Officers are required for general medical duties. A 
knowledge of practical surgery will be an advantage. Private 
practice is at present allowed but is subordinate to official duties. 
Increments will be given on first appointment for war service and 
approved professional experience. 


One Medical Officer is required for full time duties as Medical 
Officer of Schools and Health. An allowance of £150 per annum 
in lieu of Private practice will be granted and additional increments 
= hing given to a successful candidate with a Diploma in Public 

ealt 


Subject to the exigencies of the service six weeks accumulative 
vacation leave and two weeks non accumulative occasional leave 
is granted each year. Overseas leave passage allowance for officer, 
wife and proportionate allowance for children every three years. 


Further particulars and forms of application may be obtained 
from the Director of Medical Services, Maseru, Basutoland. 
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Vakante Poste vir Distriksgeneeshere 


Aansoeke om ondergenoemde poste van distriksgeneeshere met 
vermelding van land van geboorte, kwalifikasies, ondervinding, 
vorige en teenswoordige betrekkings en die vroegste datum waarop 
diens aanvaar kan word, indien aangestel, word ingewag deur die 
Sekretaris van Gesondheid, Posbus 386, Pretoria, en moet hom 
voor of op 31 Maart 1954 bereik. Getuigskrifte (afskrifte) kan 
gestuur word, maar die Minister van Gesondheid wil dit goed laat 
verstaan dat ’n kandidaat as gediskwalifiseer beskou word as hy 
regstreeks of onregstreeks steun vir sy benoeming werf. 

Die aanstelling is deeltyds en private praktyk word toegelaat. 

Applikante moet ook vermeld of hulle albei amptelike tale ken, 
asook of hulle melaatsheid en veneriese siekte kan diagnoseer, 
en die moderne binneaarse en ander geneeskundige metodes by die 
behandeling van veneriese siektes kan toepas. 

Applikante moet ook vermeld of hulle ondervinding as mediese 
gesondheidsbeamptes of in ’n soortgelyke hoedanigheid gehad het. 
As om meer as een pos aansoek gedoen word moet ’n afsonderlike 
aansoek ten opsigte van elkeen ingedien word. 

Salaris per Toelae vir 
Plek jaar medisyne per 


KAAPPROVINSIE 


Brandvlei 

Danielskuil 

Dordrecht 

Hanover 

Komga 

Pearston 

Richmond 

Ugie 

Villiersdorp 

Rhodes 
TRANSVAAL 

Alldays 

Devon 

Groothoek 

Koster 

Thabazimbi 
ORANJE-VRYSTAAT 

Steynsrus 

Verkeerdevlei 

Virginia 2 

Die salaris dek alle gewone en roetine-dienste, dog reistoclac teen 
ls. per myl vir alle afstande wat buite ’n omtrek van drie my! vanaf 
die standplaas afgelé word, nagverblyf teen 15s. en bykomende 
vergoeding vir sekere ander dienste word betaal, asook gelde vir 
bywoning van hofsittings en geregtelike lykskouings ooreenkomstig 
die skaal van die Departement van Justisie. 

Aansoekvorms en kopieé van kontrakvorms word op aansoek 


verstrek. 
(44612) 


DOCTOR’S SURGERY TO LET 
In construction best part of Main Road, Sea Point. Completed 
to tenant’s requirements. Site has been occupied by doctor for 
many years. Write ‘A.U.U.", P.O. Box 643, Cape Town. 


FOR SALE 


Country practice, including appointments, in Northern Transvaal. 
Write stating age, marital state, qualifications, experience and 
whether bilingual, to “A.U.T.’, P.O. Box 643, Cape Town. 


ROOMS TO SHARE 


Durban, Share furnished consulting and examination room, waiting 
room and services nurse receptionist and bookkeeper, in a modern 
West Street building. Write to ‘A.U.R.’, P.O. Box 643, Cape Town. 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 


HOSPITAL BOARD SERVICE: VACANCIES 


1. Applications are invited for the following vacant posts: 
Institution Post Emoluments Closing Applications 
date must be 
addressed to 
£180 p.m. 16.4.54 The Director of 
Hospital 
Services, P.O. 
Box 2060, Cape 
Town 
Ronde- Medical Practi- £500-600- 10.4.54 The Medical 
bosch and tioner, Grade A 660-720 Superintendent, 
Mowbray (fora period of p.a. Woodstock, 
Hospital six months) Rondebosch 
and Maternity 
Hospitals, 
Mountain Road 
Woodstock 

2. The conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

3. In addition to the scale of salary indicated a cost of living 
allowance at rates prescribed from time to time by the Adminis- 
trator is payable to wholetime officials and employees. 

The successful candidates, if not already in the Hospital 
Board Service, will be required to submit satisfactory birth and 
health certificates. 

5. Application must be made on the prescribed form (Staff 23) 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of 
any Provincial Hospital or Secretary of any School Board in the 
Cape Province. 

6. Candidates must state the earliest date on which they can 
assume duty. 


Kuruman Medical Super- 
Hospital, intendent (fixed) 


Kuruman (part-time) 


(M127043) 


(THE POST FOR THE RONDEBOSCH AND MOWBRAY HOSPITAL 
1S CANCELLED) 


ASSISTANT WANTED 


Mixed practice Bulawayo. State sex, experience, marital state, 
when available, salary required. Accommodation available. Apply 
35 Fifth Avenue, Bulawayo. 


PARTNERSHIP OFFERED 


To F.R.C.S. who is willing to join General Practitioner. This is a 
well established and very extensive practice in hospital town. 
Ample scope for major surgery. Must have previous G.P. ex- 
perience and be bilingual. Three months Assistantship, thereafter 
partnership offered if acceptable to both parties concerned. Write 
full particulars to ‘A.U.S.” P.O. Box 643, Cape Town. 


PLAASVERVANGER BENODIG 
Plaasvervanger te Indwe vanaf laaste week in Junie of 1 Julie vir 
ses weke. Te werk saam met een vennoot terwyl ander op vakansie 
is. £2 12s. 6d. per dag. Kar nie noodsaaklik. Vry losies en 
inwoning. Skryf aan ,A.U.G.", Posbus 643, Kaapstad. 


BRASS PLATES 


TO MEDICAL COUNCIL SPECIFICATION 
VICTOR C. GLAYSHER 


CAPE TOWN 
165 BREE STREET 


PHONE 
2-5111 
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Provinsiale Administrasie van die 
Kaap die Goeie Hoop 
HOSPITAALDEPARTEMENT 


HOSPITAALRAADSDIENS: VAKATURES 


1. Aansoeke word ingewag om die volgende vakante poste: 
Inrigting Pos Emolumente Sluitings- Aansoek moet 
datum gerig word aan 
£180 p.j. 164.54 Die Direkteur 
(vasgestel) van Hospitaal- 
dienste, Posbus 
2060, Kaapstad 


Kuruman- Mediese Super- 
hospitaal, intendent 
Kuruman (Deeltyds) 


Ronde- Geneesheer, £500-600- 10.4.54 Die Mediese 

boschen Graad A, (vir 660-720 Superintendent, 

Mowbray- periode van 6 p.j. Woodstock, 

hospitaal maande) Rondebosch en 
Kraamhospi- 
tale, 
Mountain-weg, 
Woodstock. 

2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, soos ge- 
wysig, en die regulasies wat daarkragtens opgestel is. 


3. Benewens die salarisskaal soos aangedui is ‘n lewenskoste- 
toelae betaalbaar aan voltydse beamptes en werknemers teen 
bedrae wat van tyd tot tyd deur die Administrateur vasgestel word. 


4. Die geslaagde kandidate, indien nie reeds in die Hospitaal- 
raadsdiens nie, moet bevredigende geboorte- en gesondheid- 
sertifikate indien. 


5. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staff 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Mediese Superintendent 
van enige provinsiale hospitaal of by die Sekretaris van enige 
Skoolraad in die Kaapprovinsie. 


_6. Kandidate moet die vroezste datum meld waarop hulle 
diens kan aanvaar. 
(M127043) 


(DIE POS VIR DIE RONDEBOSCH EN MOWBRAY-HOSPITAAL IS 
GEKANSELLEER) 


FACTORY MEDICAL OFFICER 


The services are required of a Medical Officer by the Chloride 
Electrical Storage Co. S.A. (Pty) Ltd., to advise on health pre- 
cautions. His duties will include ‘check up’ examinations of the 
Company's employees, with special regard to Lead Regulations. 
The Medical Officer will not be required to treat routine illnesses 
amongst employees. The remuneration will be according to the 
Medical Association Regulations, viz. £2 2s. per hour. The success- 
ful applicant will be required to commence duties as soon as 
possible, and applications should be sent to P.O. Box 26, East 
London by 7 April 1954. 


LOCUM AVAILABLE 


Doctor, qualified for nine years and with good general experience, 
desires to do Locum South Coast Natal, Zululand or Swaziland 
for one month commencing 25 April 1954. Write to "A.U.W.’, 
P.O. Box 643, Cape Town. 


ASSISTANT REQUIRED 


Bilingual experienced medical practitioner to start as soon as 
possible in Durban area. Mixed class practice. Preliminary 
assistantship with view to partnership. Write to P.O. Box 907, 
Durban 


Please Support Our Advertisers — 
Ondersteun Asseblief Ons Adverteerders 


é Printed by National Commercial Printers, Elsies River, and Published by the Proprietors, The Medical Association of South Africa, Medica! House. 


35 Wale Street, Cope Town. 


P.O. Box 643. 


Telephone 2-6177. Telegrams: ‘Medical’ 
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A GUIDE TO THE CHAR \CTERISTICS & USES OF 
IP 
Insulin Preparations 


In addition to the well-established preparations — Soluble 
Insulin, Protamine Zinc Insulin and Globin Insulin (with 
Zinc) — Boots range of insulin products includes lsophane 
Insulin, which is now so popular in the U.S.A., and the 


three Insulin Zinc Suspensions of the ‘lente’ type developed 
by Hallas-Moller and his colleagues in Denmark. 

The table below gives an indication of their various 
characteristics and uses. 


STRENGTHS & PACKS 
UNITS PR/ML. | ML PER VIAL 


| APPROXIMATE 
DURATION OF 
ACTION (HRS.) 


DESCRIPTION CHARACTERISTICS AND USES 


Quick acting. Particularly useful for ‘‘brittle’’ diabetics | 
| and patients with large daily insulin requirements 

who cannot be satisfactorily controlled with sustained- 
| acting preparations. 


INSULIN (Soluble Insulin) 
The Purified and crystallized anti- | 
diabetic principle of the pancreas. | 
(pH 3). 
PROTAMINE ZINC INSULIN (P.Z.1.) 
An insoluble complex formed by insulin 


with protamine and zinc. (pH 6.7-7.3). 


GLOBIN INSULIN WITH ZINC 
A soluble preparation of insulin with 
globin and a trace of zinc chloride. 
(pH 3.0-3.2) 


| A well-tried insulin with a prolonged action. A 
| single daily injection is capable of giving satisfactory 
| control in most patients with moderate insulin | 
| requirements. 


Intermediate in action and suitable for some diabetics | 
| whose fasting (night-time) blood-sugar is normal, but 


An insulin with prompt yet sustained action; popular 
in U.S.A. Particularly useful for diabetics who 
justed to contoin no excess of | otherwise have to mix P.Z.1. with soluble insulin. 
: Miscible with soluble insulin without causing further 
protamine. (pH 7.3 approx.) 
| Precipitation. 
INSULIN ZINC SUSPENSION | 


A 
Pg all An insulin of intermediate action more rapid than | 


A suspension of amorphous particles of that of insulin zine suspension. Chiefly used for | 
an insulin and zinc complex which is | mixing with !.Z.S. when an even more rapid onset | 
insoluble in acetate 


ISOPHANE INSULIN’ (N.P.H.) 


protamine-zinc-insulin complex ad- 


| 
| 
| who require insulin action during the day. 


buffer at the | 

pH of blood (pH 7.1-7.3). 

4... | Prompt but sustained action; suitable for mont diabetics, 

A mixture of crystalline and amorphous | need mixtures of | 

Particles of an insulin + zine complex P.Z.1. and insulin (cf. Isophane Insulin). 


of action is needed. 


including those who otherwise 
soluble 
insoluble in acetate buffer at the pH | Miscible with |.Z.S. (Amorphous) but not with soluble 
of blood (pH 7.1-7.3). 


| 
| 
INSULIN ZINC SUSPENSION 
| 


insulin. 


(CRYSTALLINE) 
(Insulin Ultralente) 
A suspension of a crystalline insulin- 
zinc complex insoluble in acetate buffer insulin injection is desired. 
at the pH of blood (pH 7.1-7.3). 


A prolonged-acting insulin suitable for use when | 
| some overlap of the action of the previous day's | 


Literature and further information from 


B.P.D. (S.A.) (PTY.) LIMITED 


P.O. Box 45, Jeppestown, Transvaal 


| 
| 
20 5,10 
40 5,10 3 
80 | 5,10 
40 5,10 
40 | 5 ¥ 
| 80 5 ? 
| 
1 40 | 10 Fat” 
80 | 10 
| Sy 
| 
40 10 
40 | 10 
80 10 
40 10 J 
a 
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Cottainly not! such 

formidable Povers.of Resis- 

tance ere involved @ Goncen- 

attack is called for. 

YTHROCIN goes straight 
the job. 

js an oral anti- 

otic developed to be special- 

ly effoetive against gram-posi- 


other Antibiotics. 


organisms resistant 


particglarly for use 
orgacisms resistant to Peni- 
cillin, ..pharyngitis;tonsillitis, 
avet, pneumonia, 
astéomyel! ie, pyoder- 
Nd 
diphtheria.” 
THROGIN 
ty} gastro-intestinal distur- 
bances are rare; no serious 
side-effects have been cb- 
served. 
ERYTHROCIN does not des- 
troy Blood of biood-forming 
tissues. 


Available in Tablet, Suspension and Ointment forms: 
Tablets: 0.1 Gm. & 0.2 Gm.,. specially coated, in 
bottles of 25. 
Suspension: 100 mg. of Erythrocin per 5 c.c. tea- 
spoonful in 2 fi, oz. bottles (list 6334). 
ABBOTT LABORATORIES S.A. (PTY.) LTD. Ointment: (for Staphylococcic and Streptococcic in- 
JOHANNESBURG CAPE TOWN DURBAN fections) 1% ointment in 1 oz. tubes. (list 6339). 


| 
| shhoot am elephant 
| 
ENE 
é 


